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THE PROBLEM OF EFFECTING STERILIZATION IN ASSOCIA- 
TION WITHL VARIOUS OBSTETRICAL PROCEDURES* 


By J. Wuirripge WILLIAMS, BALTIMORE, Mp. 


N CASTING about for a subject which might interest you, I recalled 

that we had deliberately effected sterilization in association with 
some obstetrical procedure in forty-four out of the twenty odd thou- 
sand patients who had been admitted to the Obstetrical Service of 
the Johns Hopkins Ilospital, and | thought that it might perhaps be 
profitable to discuss the indications which led to such a decision, and 
at the same time to obtain the opinion of the members of this Society 
as to their justification. | 

In 29 patients sterilization was effected in connection with some 
variety of cesarean section, which in great part had been under- 
taken on account of disproportion incident to contracted pelvis, while 
in the remaining 15 it was effected earlier in pregnaney. 

The 29 sterilizations at the time of labor may be divided as follows: 
18 were associated with supravaginal hysterectomy, 14 of which were 
done at a second or third cesarean section performed on account of con- 
tracted pelvis, and four on account of the existence of serious disease. 
In 11 other patients sterilization was effected following cesarean sec- 
tion for various causes, but mostly for contracted pelves, by doubly li- 
gating the tubes and burying the uterine ends between the folds of 
the broad ligaments. The remaining 15 operations were done during 
the course of pregnancy, and were as follows: 6 supravaginal hys- 
terectomies, and 9 hysterotomies followed by tubal sterilization for 
various diseases complicating pregnancy. 


*Read before the Obstetrical Society of Philadelphia, December 2, 1920. 


Nore: The editor accepts no responsibility for the views and statements of authors 
as published in their ‘‘Original Communications.’ 
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I shall consider each group separately, particularly from the point 
of view of the indieation for the operation and the technic, but 
before doing so, | shall discuss briefly the various methods by which 
sterilization may be effected. In general these are divided into four 
great groups: 1, operations upon the ovaries; 2, operations upon the 
uterus; 3, operations upon the tubes, and 4, the employment of x-rays 
or radium. 

Naturally, castration was the first method to be considered, for the 
reason that the occurrence of pregnancy would be impossible if ova 
could no longer mature and be cast off. Gradually, however, as the 
fundamental importance of the internal secretory function of the ova- 
ries to the entire economy became recognized, as well as the faet that 
serious symptoms are sometimes associated with premature menopause, 
this method was abandoned, so that at present no one advocates the 
removal of the ovaries except in the presence of definite and serious 
disease. Furthermore, the attempt to produce sterility following ce- 
sarean section by such means is associated with another danger, namely 
that as the uterus undergoes involution the pedicles may be subjected 
to marked strain with the result that even tightly tied ligatures may 
slip and the patient suecumb to secondary hemorrhage unless prompt 
operative aid is at hand. 

In order to avoid the undesirable consequences which may follow the 
removal of the ovaries, Pana, Taddei, Bucura, Blumberg and others, 
have advocated burying them between the folds of the broad ligament, 
or so covering them by peritoneum as to make impossible the es- 
cape of eggs. While such proposals are of interest on account of 
their ingenuity, they have not as far as | know been put into prae- 
tice. 

Turning to the uterus, G. P. Michealis, early in the last century, was 
the first to suggest that the recurrence of pregnancy in women re- 
quiring cesarean section could be best obviated by removing that 
organ. This suggestion, however, was not acted upon until many 
years later; although it is interesting to note that Blundell made a 
similar suggestion in the 1834 edition of his Principles and Practise 
of Obstetries. In discussing cesarean section he devoted a page to the 
consideration of the ‘‘entire removal of the uterus,’’ and, amone other 
things, said ‘‘In speculative moments I have sometimes felt inclined 
to persuade myself that the dangers of the cesarean operation might, 
perhaps, be considerably diminished by the total removal of the 


uterus.’’ That his suggestion was not based upon theoretical speeu- 
lation is shown by the fact that he attempted the operation upon four 
rabbits at the end of pregnancy, and after amputating both horns, 
stitched the uterine stump into the lower angle of the abdominal 


wound. <As three of the animals recovered, he demonstrated the feasi- 
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bility of the procedure, and became the forerunner of Porro, who 
did not attempt this operation upon the living woman until 1877. 

It is unnecessary before this assembly to consider what Porro’s 
operation meant when first described, and many of us can remember 
the unsightly indrawn cicatrices which followed it. As time went on 
Porro’s operation fell into desuetude, and was gradually replaced by 
supravaginal amputation of the uterus with retroperitoneal treatment 
of the stump, with whose advantages we are so familiar. With the 
development of the latter operation, as well as of similar procedures for 
the removal of the myomatous uterus, it was soon recognized that 
such a technic would offer a satisfactory means of effecting steriliza- 
tion in nonpregnant women, as well as for removing the early pregnant 
uterus. 

As our knowledge concerning the internal secretory functions of 
the internal genitalia became better established, many came to believe 
that the uterus shares in the function, and therefore should not be 
sacrificed lightly. Consequently supravaginal amputation of the uterus 
is little used for the prime purpose of producing sterilization, and its 
employment is generally limited to such cases as present a definite 
lesion of the organ; although Winter has recommended it as the method 
par excellence when moderately advanced tuberculosis is the indication 
for interference. 

Passing to a consideration of the tubes, Blumberg stated that Blun- 
dell, at a meeting of the Medico-Chirurgical Society of London in May, 
1819, was the first to suggest the possibility of effeeting sterilization 
following cesarean section by applying ligatures to the tubes. Ile was 
however in error; for, while Blundell did read a paper at that time, it 
was not upon that subject, but had for its tithe—‘‘ Experiments on a 
few controverted points respecting the physiology of generation,’’ and 
dealt with the question as to whether direct contact between the sper- 
matozoon and ovum was necessary for conception. The first utterance 
of Blundell concerning ligating the tubes for the purpose of preventing 
conception, was made in his textbook, from which I quote the following 
lines :—‘‘before closing the abdomen, the operator, conceive, ought 
to remove a portion, say one line, of the fallopian tube, right or left, 
so as to intercept its calibre.’ As if conscious of what the future 
would brine forth, he stated that while mere division of the tube 
might be all that is necessary, resection of a portion of it would be 
more efficient. 

Actual tubal sterilization, however, was not attempted until 1880 when 
Lungren, of Toledo, Ohio, at a second cesarean section tied both tubes with 
ligatures one inch from their uterine insertions, in the hope of pre- 
venting the necessity for a third operation. It is interesting to note 
that he had an idea that such interference might influence the menstrual 
function; as, in a footnote, he stated that the patient menstruated at 
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monthly intervals afterwards, thus demonstrating that ligation of the 
tubes had no effect upon it. From that time until 1897 the attempt to 
effect sterilization by procedures upon the fallopian tubes was limited 
to cesarean section, and Niirnberger has collected 42 such operations 
performed prior to that date. In most instances, the tubes were merely 
ligated, but occasionally they were cut between two ligatures, and 
very exceptionally a portion was excised. In the 42 cases two failures 
were noted. The first being reported by Falaschi, who had ligated 
both tubes following a cesarean section without result, and as the patient 
soon afterwards became pregnant he was obliged to resort to a sec- 
ond section within a year. ZAweifel’s failure was even more remark- 
able, as, in order to effect sterilization after a eesarean section, he doubly 
ligated both tubes and severed them between the ligatures. The patient 
shortly afterwards became pregnant, and when he did a second section in 
1894 he found that the cut ends of either tube had become reunited 
and that the ligatures had disappeared. 

Up to 1897, the attempt to effect sterilization by operations upon 
the tubes was attempted solely after cesarean section in the hope of pre- 
venting the necessity for a second operation, but following Kehrer’s 
paper in that vear, the operation became popularized, and was exten- 
sively employed in nonpregnant women, either as an independent 
procedure, or in combination with other operations. The latter indi- 
eation was greatly exploited in Germany, and a clear idea of the ex- 
tent to which it was abused can be obtained from Offergeld’s paper 
which appeared in 1910. 

The entire subject of tubal sterilization was exhaustively reviewed in 
1917 by Niirnberger, and in 1919 by Zimmermann. The former described 
and considered more or less critically thirty-six methods by which it had 
heen recommended for that purpose. These consisted in ligation, see- 
tion between two ligatures, resection, excision, implantation of the tubal 
stump in the inguinal eanal or in the vagina, extraperitonealization, ete. 
He referred especially to the experimental work of Fraenkel which 
showed how difficult it was to effect sterilization in rabbits by operations 
upon the tubes, and completed his article by a report upon three eases, ob- 
served in Doederlin’s clinie, in which pregnaney had oeeurred after liga- 
tion of the tubes. Both Niirnberger and Zimmermann studied microscopi- 
cally the conditions produced by ligation, and came to the conclusion that 
it was extremely difficult to effect sterilization by operative proceedures 
upon the tube, except by excision of the entire structure, or at least by the 
wedge-shaped excision of its proximal end at the uterine cornu, fol- 
lowed by the most eareful suturing of the wound. 

I shall not attempt to consider in any detail the efforts to produce 
sterilization by use of the x-ray or by radium, as [ have had no ex- 
perience with either method, but particularly for the reason that unless 
the function of the ovary is destroyed, positive results cannot be in- 


{ 
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sured, and if it is, all the disadvantages incident to castration are as- 
sociated with the method. 

Returning to the consideration of our own eases, I find that in a 
series of 58 supravaginal hysterectomies following cesarean section, 
the body of the uterus was amputated in 18 instances primarily for the 
purpose of effecting sterilization, an incidence of 30 per cent. Natu- 
rally, sterilization was likewise effected in the other 40 patients, but 
in them it was only incidental to the operative procedure, as the indi- 
eation for the removal of the uterus was offered by various causes, such 
as intrapartum infection, the presence of myomata, injuries to the 
uterus, extensive raw areas resulting from the separation of adhesions, 
disorganization of the uterine muscle by hemorrhage associated with pre- 
mature separation of the normally implanted placenta, atresia of the cer- 
vix and other conditions. 

In 14 of the 18 patients in whom sterilization was effected marked 
degrees of pelvie contraction afforded the primary indication for the 
cesarean section; while in the other four the pelvis was normal and the 
operation and subsequent sterilization was indicated by some disease 
which seriously threatened the life of the patient. I’or many years it. 
was my tendeney to remove the uterus at the second cesarean section, 
partly for the purpose of doing away with the necessity for its repeti- 
tion, but in great part on account of the more satisfactory convales- 
eenee which follows supravaginal amputation. But more recently. 
with the gradual improvement in the results of conservative cesarean 
section, which in great part are due.to the more eareful selection of 
the patients submitted to it, T have done fewer amputations; although 
I must confess that on account of its more favorable prognosis T resort 
to the procedure whenever [ ean find a reasonable justification for it. 

Upon analyzing the 14 cases in which sterilization was effected by 
supravaginal amputation of the uterus incident to contracted pelves, 
I find that in no instance was it done at a first labor, as is shown by 
the following enumeration: 

1 was done at a first cesarean section following a pubiotomy, 


at a first cesarean section which had been preceded by two pubiotomies, 


at a second cesarean section, 


second cesarean section preceded by a pubiotomy, 
2 at a third cesarean section, 


1 at a third cesarean section preceded by a pubiotomy. 


In each instance, except the first and another in the third group, 
the operation was performed either at the urgent request of the pa- 
tient or because I felt that her obstetrical experience had been suffi- 
ciently extensive. In the first case referred to, in addition to the gen- 
erally contracted rhachitie pelvis, which was the cause for the first inter- 
vention, the real indication for sterilization was the fact that following 


the first pregnancy the patient had developed an aortie insufficiency, 
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which had resulted in frequent attacks of decompensation, so that when 
she came to a second section three years later, I felt justified in remov- 
ing the uterus. In the other case, the first cesarean had been done else- 
where, and had been followed by a febrile convalescence, so that the 
patient had been discharged with a fistula extending from the uterine 
cavity to the abdominal wound, through which blood escaped at each 
menstrual period. Afterwards, in our Surgical Department, the fistulous 
tract was excised together with a considerable portion of the anterior 
iterine wall which contained a number of silk sutures. Consequently, 
when I came to do the second section, the uterus was removed with the 
idea that its wall had probably been so weakened that rupture might oecur 
in a subsequent pregnancy. Subsequent histological examination, how- 
ever, showed that such fears were not justified, as no trace of the cieatrix 
could be found. 

Deduetine these two cases, 12 others are left. In six of them steril- 
itv was effected at the urgent request of the patient and her husband; 
whereas in the other six the uterus was removed on my initiative, twice 
at the second section, three times at a third section, and once following a 
third section, which had been preceded by a pubiotomy. 

In four other instances the uterus was removed at my initiative on 
account of the existence of disease which placed the life of the patient 
in immediate jeopardy and promised to do so again whenever she 
might become pregnant in the future. In three of the patients the indi- 
cation was heart disease, and in the fourth chronie nephritis. 

A brief summary of the histories of these patients will serve to in- 
dicate that so radical a procedure was justifiable. 

Hf. 5709, generally contracted pelvis, Acute endocarditis, aortic and mitral 
insufficiency with broken’ compensation, As no improvement followed one week’s 
treatment in the hospital, operation was undertaken, 

H. 7705, the patient, pregnant for the third time, had suffered for years with 
mitral stenosis and insufficiency, and entered the hospital with a marked break in 


compensation. She was put to bed and treated medically for seven weeks. As no 


improvement followed, the uterus was removed before the onset of labor. 


H. 7852, the patient, pregnant for the second time, had suffered for years 
from mitral stenosis and insufficiency, She entered the hospital with marked myo 


cardial insufficiency, and after being in bed for 19 days fell in labor. Operation was 
immediately undertaken with the view of sparing her heart from the strain of labor. 

The fourth patient, H, 9115, came to us in her third pregnancy with a history of 
having had a cesarean section elsewhere on account of eclampsia during the second 
pregnancy. Investigation showed that she was suffering from an exacerbation of a 
chronic nephritis and presented a blood pressure of 270, eight grams of albumen in 
the urine, and an albuminurie retinitis. It was attempted to induce labor by the 
introduction of a bougie, but no pains resulted during the following 24 hours. In 
the meantime uremic convulsions set in, and as the cervix was still rigid and an 


elevation of temperature indicated beginning intrapartum infection, conservative 


section did not seem indicated, Accordingly supravaginal amputation was done and 
the patient recovered after a febrile convalescence, The justifiability of the inter- 


ference was indicated by the fact that the temperature rose to 103.4° F. during the 
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puerperium, so that in all probability death from peritonitis would have resulted had 


conservative section been done. 


While the ultimate results in all the cases here reported were satis- 
factory, and indeed we have only lost one supravaginal amputation in 
a series of 58, we have gradually come to feel that we had perhaps 
been too free with our indications for so radical a procedure. Conse- 
quently, in recent years when we faced the necessity for sterilization, 
we have attempted to effect it by more conservative means, and in a 
certain proportion of our cases we have done so by doubly ligating the 
tubes, opening up the broad ligaments and burying within them the 
uterine end of each tube. 

In this manner we have treated 11 patients who may be classified as 
follows: 


(A) 2 with tubal sterilization at the first section, 
(B) 4 with tubal sterilization at the second section, 
(C) 2 with tubal sterilization at the second section preceded by a pubiotomy, 


(D) 8 with tubal sterilization at the third section. 


The six patients in Groups B and © were sterilized at their urgent 
request; while those in Group D were sterilized at my instigation, as 
I feel that women who had submitted to three sections may be assumed 
to have done their reasonable duty to the State. The two cases in Group 
‘A’? however, deserve further consideration, as in them the indications 
for sterilization were somewhat peculiar. 


HW. S196. The patient had a simple flat pelvis with a diagonal conjugate of 10 
em. and had been delivered elsewhere of two dead children, She came to us for a 
cesarean section at the end of the third pregnancy. She urgently requested that she 
be sterilized, as she had married a widower with five children and felt that with her 
own newly born child she could not face a larger family. 

HW. 10579. An elderly primipara who had long suffered from chronie nephritis? 
On admission she presented a blood pressure of 210, seven grams of albumin in 
the urine, an albuminurie retinitis, hypertrophy of the heart and a phthalein output 
of 29 per cent. In view of these conditions and the probability that the disease 
would be accentuated in future pregnancies, I felt that sterilization was indicated. 
Further study during the puerperium justified our decision, as her blood plasma 
showed an extraordinary increase of nonproteid nitrogen, urie acid and urea on the 
third, fourth and fifth days postpartum, while on discharge she presented typical 


symptoms of chronic nephritis, 


As far as | can see sterilization was justifiable in each of the 29 cases 
just mentioned, except perhaps in several of the women in whom it 
was effected at the second uncomplicated cesarean section. In view of 
the steady improvement in the results following that operation I am 
inclined to believe that .at present routine sterilization at a second sec- 
tion is too radical, and is indicated only in special circumstances. I still 
hold, however, that the procedure is justified at the third seetion, and 
in such eases, I allow the inclination of the patient to influence me as 
to whether I effect sterilization by removal of the uterus or by bury- 
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ing the uterine ends of the tubes between the folds of the broad liga- 
ment. In such cases, | inquire whether she wishes to menstruate after- 
wards or not. If she replies in the affirmative, I effect tubal steriliza- 
tion, otherwise | remove the uterus. My reason for continuing to re- 
sort to the more radical operation is that the convalescence following 
it is in general much smoother than after conservative section, as well 
as for the fact that it is sometimes difficult to bury the ends of the 
tubes satisfactorily on account of the very delicate structure of the 
upper part of the broad I'gaments, and in attempting to spread them 
apart the tissues may be so torn that it becomes necessary to excise 
the cornual end of the tube by a wedge-shaped incision. Furthermore, 
as all of the women under consideration were hospital patients, and 
many of them of a low order of intelligence, the operation seems still 
further justifiable, more particularly as six of the seven women who 
were sterilized at the third section were neeresses. 

Passing on to the second group of cases in which sterilization was 
effected during pregnancy, we find that in them there was a vital ne- 
cessity for its interruption on account of the existence of incurable 
or progressive disease. In all of the patients in this group it was evi- 
dent that the pregnaney should not be allowed to continue, and, that 
further pregnancies should not be allowed to oceur. 

Among the more intelligent classes, advice concerning abstention 
from intercourse, or concerning its regulation, may be followed; but 
mn the type of hospital patients under consideration we know that such 
advice would not be followed, so that the occurrence of future preg- 
naney can be insured only by operative sterilization. 

or this purpose three methods are at our disposal. 

(a) Supravaginal hysterectomy with the removal of the unopened 
pregnant uterus, 

(b) Opening the uterus by means of a small fundal incision and evae- 
uating its contents, followed by double ligation of each tube and the 
burial of the uterine ends between the folds of the broad ligaments. 

(¢) Induetion of abortion by the vaginal route followed by operative 
sterilization at a later time. 

The latter method I have not employed, as T have thought it quite 
as conservative, and certainly more economical of the patient’s time, 
to complete the entire operation at one sitting. 

In such circumstances we have performed six supravaginal hys- 
terectomies and nine hysterotomies followed by tubal sterilization. Con- 
cerning the former it may be profitable to discuss briefly the justification 
of our decision to remove the uterus. In two instances the procedure was 
adopted for heart disease, in three for chronic nephritis and in the last on 
aceount of advancing tuberculosis. Abstracts of the histories are as fol- 
lows : 
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H. 7870. The twenty-seven-year-old patient with 4 live children, had suf- 
fered for years from progressive mitral stenosis and insufficiency. She has suffered re- 
peatedly from decompensation, and was admitted to the hospital with signs of acute 
decompensation as well as with tuberculosis and syphilis. As no improvement fol- 
lowed two weeks’ rest in bed associated with suitable treatment, the six months 
pregnant uterus was removed unopened, and the patient was discharged in unex- 
pectedly good condition, 

Hf. 9649. The thirty-one-year-old patient with 3° living children, had suf- 
fered from mitral insufficiency for 15, years, and was admitted to the hospital with 
marked decompensation. After a medical consultation it was decided that it would 
be inadvisable to allow the pregnancy to continue, and accordingly the unopened 
uterus was removed at the third month. 

In the next three patients, the indication for interference was 
nephritis, Each of 


chronie 
the women had from one to seven living children, presented 
x history of previous nephritie trouble, and was admitted to the hospital with high 
blood pressure, albumin and casts, and with albuminuric retinitis. In each instance 
the unopened pregnant uterus was removed at periods varying from the second to 
the sixth month. The operations were technically easy, and the patients were 
eventually discharged with the underlying disease still persisting, 

H. 7682, the forty-two-year-old patient, with 4 living children, had suffered 
from tuberculosis for years, was admitted at the tenth week of pregnancy with a 


subacute process. After consultation with a competent specialist, it was determined 


that the pregnaney should be interrupted, and as the patient was anxious to pre- 


vent any possibility of conception in the future, as well as to cease menstruating, 


the uterus was amputated. Such an indication has received unqualified endorsement 


from Winter in his exeellent recent book, and in this case radical treatment seemed 
preferable to more conservative procedures, 


In the second group are nine patients in whom sterilization was 
effected during pregnancy by means of abdominal hysterotomy fol- 
lowed by ligation or excision of the tubes. In one of them, H. 9637, 
the indication was mitral insufficiency with a history of repeated de- 
compensation. In three others tuberculosis afforded the indication for 
interference (IL. 6858, Il. 7283 and IL. 7489). In each instance the 
diagnosis, as well as the necessity for interference, was confirmed by 
a competent tuberculosis specialist. The duration of pregnaney varied 
from the sixth to the twelfth week of pregnaney. 

In the next four eases the indication was afforded by chronie neph- 
ritis (I. 6926, If. 8718, If. 10789 and HL. 10810). These patients were 
multipare, who had presented a history of nephritie disturbance in 
previous pregnancies, and all of them entered the service with mani- 
iestations of serious present disease, as indicated by a blood pressure 
varying from 200 to 290, as well as other symptoms indicative of 
underlying chronic nephritis. In each instance it was felt that preg- 
naney should not be allowed to continue, and as there was no proba- 
bility that the condition could be cured, and every likelihood that 
it would become accentuated in the future, it was determined that 
the occurrence of future pregnancies should be rendered impossible. 

The last case of the series (II. 10344), was of considerable interest, 
in that it offered an unusual indication for interference. The 36 
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year old patient with 5 living children had her right kidney removed 
in 1916 for indications which we were unable to ascertain. She was 
admitted to the hospital in the tenth week of her sixth pregnancy with 
signs of advanced chronic nephritis. In this instance interference 
seemed more urgently indicated than in those just deseribed, as it 
was felt that fewer chances should be taken in the presence of only a 
single diseased kidney. Accordingly, the uterus was evacuated by 
abdominal hysterotomy, the tubes doubly ligated and their uterine 
ends buried between the folds of the broad ligaments. On discharge 
she still presented symptoms indicating that, while the interference 
had probably prevented further trouble, it had in no way affected 
the underlying disease. 

In my opinion careful consideration of the 15 cases just mentioned 
indicates that the treatment pursued was not only rational, but in 
reality, conservative; as it has always seemed to me that one of the 
opprobria of medicine is to terminate pregnancy for some reason and 
to advise the patient not to become pregnant again, and at the same 
time be morally certain that within a few months she will return in 
the same condition. In patients of this type, who are suffering from 
an incurable disease, which is certain to undergo exacerbation during 
another pregnaney, I feel that the most conservative procedure is to 
do away with the possibility of its recurrence. Accordingly, in such 
cases, | place the matter plainly before the patient and inquire whether 
she desires to menstruate or not in the future. If she answers in the 
affirmative, we terminate the pregnaney by abdominal hysterotomy 
and follow it by resection of the tubes and the burial of their uterine 
ends in the broad ligaments; but if the reply is in the negative we re- 
move the uterus unopened. 

[ incline to the more radical procedure for the reasons given when 
cesarean section followed by supravaginal amputation of the uterus 
was considered, and retain the tubes and ovaries for their internal 
secretory function. Subsequent investigation of the patients who 
have been so treated has revealed no deleterious results. 

It may be asked why we bury the uterine ends of the tubes between 
the folds of the broad ligament following hysterotomy, and why we 
do not rely upon resection alone. The reasons have in part already 
been given, and I ean never forget seeing Zweifel’s patient in whom 
at the second cesarean section in 1894 both tubes were found to be 
normal and patulous after he had doubly ligated and severed them 
at the first section in order to prevent conception. 

The work of Niirnberger and Zimmermann has afforded abundant 
evidence that nothing but the most radical operations upon the tubes 
can be relied upon to effect sterilization, and most of such operations 
have not appealed to me for use in pregnant women. Recently Mad- 


lener has reported that sterilization can be readily effected by crushing 
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the tube by means of compression forceps, and he has reported that in 
86 cases so treated there had been no recurrence of pregnancy. Whether 
the future will bear out his assertions is not certain, but in view 
of the demonstrated tendency of Nature to restore the lumen of the 
tube after operative procedures, [ am doubtful as to the ultimate out- 
come. 

Whether the method we have pursued, will be universally satisfae- 
tory, I am not prepared to state. As yet none of the women whose 
tubes we have resected and buried have again become pregnant, but 
the number of cases is too small to justify sweeping conclusions, more 
particularly when we recall that in Nirnberger’s statistics, only one 
woman in twenty became pregnant following the various operative 
procedures which he described. 
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SUBMUCOUS ADENOMYOMA® 


By Orro Henry Scuwarz, M.D., Sr. Louis, Mo. 


From tlhe Department of Obstetrics and Gynecology, 


Washington niversity School of Medicine 


'TORDING to Cullen’s classification of uterine adenomyomata, 
these tumors are divided into three types; namely, the diffuse 
adenomyoma of the uterine wall, the subserous, and submucous variety. 
The diffuse adenomyomata are surprisingly common, and this fact is 
particularly appreciated by those who, as a routine procedure, study 
microscopically uteri removed at operation. Subserous nodules of any 
considerable size are by no means common, but small subserous ade- 
nomyomata in the vicinity of the uterine horns are seen not infre- 
quently. The submucous variety, however, is quite rare, particularly 
those tumors which attain any considerable size. Reeently after en- 
countering a very remarkable ease of this type and after studying 
the literature, [ was surprised to find that with the exception of Cullen, 
the subject has been given very little attention. 

Cullen, in 1897, in one of his earliest articles on adenomyoma de- 
scribed a small polyp springing from the anterior wall just above the 
level of the internal os. The body of the polyp was the size of a hazel- 
nut and was composed of smooth muscle tissue penetrated by uterine 
elands. In discussing the subsequent changes which may oecur in 
diffuse adenomyoma of the uterine body, he again mentions his case 
of small submucous adenomyoma and also describes the eases of Schatz 
and Diesterweg reported in 1884 and 1883 respectively. 

In Schatz’s case the uterus was 16 em. long, 8.5 em. wide in diameter, 
the wall varying from 2 to 2.5 em. in thickness. The entire eavity con- 
tained five rows of broad base polypi. Each row consisted of from two 
fo six polypi, varving from the size of a pea to a hen’s egg, and the 
uterine cavity was completely filled with them. The nolypi were made 
up of muscle tissue and glands which were embedded in a tissue made 
up of spindle-shaped cells. The glands were lined by a single layer of 
evlindrieal cells, and where there was some dilatation of the glands the 
epithelium was definitely of a cuboidal type. Many small myomata 
were present in the uterine wall which were not easily shelled out. 
Those near the interior cavity showed some eystie dilatation. Cullen 
states that it would appear that in this ease there had heen a diffuse 
adenomyoma and the uterus was trying to free itself of the new 


*Read at the Thirty-Third Annual Meeting of the American Association of Obstetricians, Gyn 
ecologists, and Abdominal Surgeons, held at Atlantic City, N. J., September 20, 21, 22, 1920. 
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growth in the same manner that it extrudes an ordinary myoma, ac- 
cordingly the polypoid condition would naturally result. 

In Diesterwee@’s case there was a nodule the size of a hen’s egg with 
a pedicle one inch thick springing from the uterine cavity. The walls 
were 1.5 inch in thickness and its center occupied by a large cavity. 
The inner surface presented numerous small depressions giving an ap- 
pearance resembling a ventricle. There was also a smaller eavity the 
size of a cherry. The walls presented a typical appearance of fibromy- 
oma and the eavities were lined by eylindrical ciliated epithelium. 
They were filled with brownish-black blood. Two vears later another 
submucous tumor, 9x7x6 em., was removed from the same uterus. It 
was composed of myomatous tissue and contained a eyst the size of a 
walnut. The eyst was lined by eylindrieal ciliated epithelium and 
filled with blood. 

After describing these tumors and assuming that these cases belong 
to the same type as he deseribed, Cullen pictures three stages: (1) 
The diffuse adenomyoma; (2) the polypoid stage; and (3) the gradual 
expulsion of the polypi. He further states that we know uterine 
myomata usually commence in the interstitial layers of the uterus 
and in time pass inward toward the uterine cavity or outward toward the 
peritoneal surface. THe feels that in the diffuse adenomyoma of the 
uterine wall it is equally probable that portions of the growth will in 
time be separated and forced toward the peritoneal surface. In 1909, 
in his monograph on adenomyoma, Cullen divides uterine adenomy- 
omata as follows: (1) Adenomyomata, the uterus preserving a rela- 
tively normal contour; (2) superitoneal or intraligamentary adenomy- 
omata; and (3) submucous adenomyomata. He states that submucous 
adenomyomatous tumors are certainly not very common, Ie deseribes 
four cases of his own. Three of these were quite remarkable; in one 
of them a submucous tumor was removed, vaginally; it was a case of 
double vagina and eervix; the tumor was TIx7x7 em. in size and 
diameter, and was well within the uterine cavity. In another case, a 
globular mass filled the entire vagina, projecting from the cervical 
canal, and was attached to the uterine wall by a small pedicle. The 
tumor was bisected and removed by ligating its pediele. The third 
case was the most remarkable of all. The specimen consisted of the 
entire uterus with a large tumor projecting into the uterine cavity, 
filling it entirely, and extending through the uterine wall to the right 
and posteriorly, and extending between the layers of the broad liga- 
ment. The submucous portion measured 7 em.x 6 em., while the intra- 
ligamentary portion was approximately 10 em. in diameter. Outside 
of the tumor area the myometrium showed no evidence of adenomyoma. 
Histologically these tumors were all made up of a myomatous matrix 


with dilated spaces lined by eylindrical epithelium; some of the eavi- 
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ties appeared as miniature uterine cavities. Many of them were filled 
with elotted blood. With the exception of reporting the additional 
cases, Which to my mind clearly illustrate the author’s assumptions 
made concerning these tumors in 1897, Cullen apparently had nothing 
further to add concerning these tumors. 

Lockyer, 1918, in his monograph, in which he deals with adenomyoma 
most extensively, mentions submucous adenomyoma. Ie does not feel 
that small polypi, containing uterine glands and muscle tissue, should 
be classified as adenomyoma, but states with the large sessile submu- 
cous growths it is a different matter. He deseribes and illustrates a 
very intresting ease of his own which was removed by Armand Routh. 
The uterus was removed by vaginal hysterectomy in two pieces, having 
heen divided at the internal os. The entire uterus measured five and 
one-half by three inches; at the internal os the cavity was divided into 
two canals, a projecting adenomyomatous cystic growth dividing the 
cavity; the growth penetrated the uterine wall to the tubal angles. 
The point of discussion in this ease was whether they were dealing 
with a submucous and subserous sessile growth, or whether the ade- 
nomyoma arose in a septate uterus. These submucous adenomyomata, 
as we have seen, are comparatively rare. This, indeed, is in marked 
contrast to ordinary discrete uterine myomata. The latter are com- 
monly seen in all stages from an early submucous tumor to one that 
has been entirely expelled from the uterine cavity. 

The infrequeney of submucous adenomyoma, T think, ean be readily 
explained. In ease of diffuse adenomyoma of the uterus, the lesion 
involves the uterine wall in a very general way; the muscular hyper- 
plasia of the wall with penetrating islands of uterine mucosa usually 
involves a greater portion of the uterine wall. Even if the involve- 
ment is not complete it is most difficult to separate the abnormal from 
the normal wall. Therefore, on account of the completeness of lesion 
in many instances, very little normal uterine wall remaining, and also 
in those cases which are less extensive, where there is such an intimate 
relation between normal and abnormal tissue, it is exceedingly difficult 
for the remaining normal tissue to expel the adenomyoma into the 
uterine cavity. The diffuse adenomyoma of the uterine wall is fre- 
quently associated with discrete myomatous nodules, and under such 
cireumstances the discrete nodules more readily become submucous. 

This markedly diffuse character of the growth is strikingly brought 
out when studying Cullen’s 56 cases of diffuse adenomyoma reported 
in his monograph. The first illustration in his book, however, shows a 
diffuse adenomyoma which is definitely localized in the uterine wall 
and shows a distinet tendency toward becoming submucous. I have 
included the illustration in my paper to bring out this point and to 


contrast it with the case | am about to describe. One can readily con- 
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ceive how this tumor could be pushed into the uterine cavity, there 
being at least three-fourths of the normal uterine wall present to expel 
it. 

Another factor, which must be considered when discussing the in- 
frequency of submucous adenomyoma, is purely a ¢linieal one. It is 
to be remembered that diffuse adenomyoma of the uterine body usu- 
ally causes very marked clinical manifestations chiefly in the form of 
profuse and prolonged menstruation with a marked dysmenorrhea. 
Therefore it is quite logical to assume that the patient presents her- 
self comparatively early, at least long before the lesion develops into 
the submucous variety. 

My experience with submucous adenomyomata is limited to three 
cases, two of which were small polypoid masses, both about the size 
of a hen’s egg and connected by a pedicle to the uterine wall. These 
are of interest, however, both on account of their size and on aeeount 
of the fact that the uterus was not removed subsequently. 

The third case is a most remarkable specimen. IT wish to place this 
on record for several reasons: first, on account of its enormous size; 
second, because it clearly substantiates all of Cullen’s ideas as regards 
the origin of these tumors; third, because it has most unusual echar- 
acteristics, there being only one tumor in the literature, so far as I 
know, which has a similar structure, a case of large bilobed subserous 
tumor deseribed by Robert Meyer; and fourth, because Meyer re- 
garded his case as arising from the Wolffian duct or the epoéphoron, 


while the tumor in my ease is clearly one of Muellerian origin. 


CASE REPORT 


Clinical history: Patient, married, forty-four years of age, entered Barnes Hos- 
pital complaining of a continual bloody vaginal discharge. Her family history and 
past history are unimportant. Patient had had no previous operations. Menstrual 


history began at the age of thirteen, twenty-eight to thirty day type; no pain or 
clots; of three days’ duration, moderate in amount, Last period May 20, Jasted 
three days. No disturbance until beginning of present illness. Married twenty-four 
years; no pregnancies; husband living and well, Present illness: About seven or 
eight years ago patient began to have pain during the menstrual period. The pain 
has become progressively worse; during the last two periods the pain was so severe 
that the patient was compelled to go to bed for three days. About six years ago 
she began to have a slight bloody discharge between the periods, and menstruation 
being more profuse and occasionally prolonged, At first the irregular intermen- 
strual flow was only enough to slightly soil the clothes and would come and go; at 
present the flow is almost constant, there being only an occasional intermission; the 
flow is never profuse, however, nor is there any pain during this time, 

General physical examination negative. Abdominal examination: A mass, the 
size of a large orange, present in the left lower abdominal quadrant; freely movy- 
able, firm, more or less globular, arises from and is, apparently, attached to some 
pelvie structure, On vaginal examination a large globular mass is found filling the 
entire pelvic cavity. The vaginal portion of the cervix is flattened out and the ex- 


ternal os is rounded and dilated about 1 em, Its margins are about 4 mm, thick; 
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the cervical canal being almost entirely obliterated. On palpation through the 
cervical external os a large, soft, rounded mass is felt. This mass is a submucous 
tumor of some sort, distending the entire uterine cavity. 

Diagnosis: Subserous and submucous myomata of the uterus. Recommended a 
panhysterectomy., ILemoglobin 70 per cent; other laboratory findings, negative. 

Operation: Panhysterectomy; midline incision from symphysis to umbilicus. The 
uterine body is globular and about the size of an average man’s fist. The fundus 
came directly into the incision, and the uterine body was readily delivered through 
it. Both adnexa were negative. Filling the pelvis and the entire cervical canal was 
a large mass about 12 em. in diameter and firmly fixed in the pelvie cavity. On ae- 
count of its size it was immovable even after freeing the bladder and severing the 
broud ligaments down to the uterine arteries. The body of the uterus was ampu- 
tated at the level of the reflexion of the peritoneum anteriorly, After amputation 
it was noticed that the uterine wall on the left side contained a coarse, infiltrating 
growth from within outward, penetrating about one-half the thickness of the uterine 
wall, This infiltrated area marked the upper attachment of the pelvic tumor. The 
anterior and posterior walls were now incised from above downwards for the dis- 
tance of about 6 em., when the tumor was found to be attached by a broad base 
along the upper left and posterior portions of the dilated lower uterine cuff. The 
anterior wall was only slightly involved in the attachment of the tumor. The tumor 
was then separated from its attachment by dissection with the finger, leaving a gray- 
ish yellow area of about 6 ¢m., similar to the infiltrating tissue described above. 
After considerable difficulty the cervix was completely removed and the operation 
finished in the usual manner. 

Gross deseription of the tumor: The specimen consists of three pieces; the body 
of the uterus with a submucous myoma, the lower submucous tumor, and the large 
cervical cuff. The body of the uterus measured 9x 7x6 em, and presented two 
myomatous nodules; one, a submucous affair sessile in character, 6 em. in diameter, 
and filling the upper uterine cavity; another, an intramural capsulated myoma in the 
posterior wall, 4 em, in diameter. With these exceptions the uterine wall showed 
nothing unusual and in its thickest portion measured 24 mm, including the mucosa, 
which was normal. At the lower portion on the left side, where the uterus was ampu 
tuted at the time of the operation, was an infiltrated grayish area perforated by nu- 
merous minute cystic cavities. This area extends 1 em. upward, 15 em. into the 
uterine wall, and 2 em. along the surface, It represented the upper portion of the 
attachment of the lower tumor, and in no other portion of the uterine wall, except 
below in the removed uterine cuff over an area of about 4 em., corresponding to 
remaining attachment of the tumor, is this infiltration process seen. The cervical 
euff, which was markedly thinned out, showed a comparatively smooth inner lining, 
the wall varying from 5 to 7 mm, in thickness. With the exception of the above- 
mentioned area, which was continuous with the infiltrated area described in the uter- 
ine wall, no involvement of this portion of the uterus could be made out. The 
infiltration process involved the wall similar to the attachment in the upper specimen, 
but the walls were infiltrated less deeply as the lower attachment of the tumor was 
approached. At no place did it go through the entire thickness of the uterine wall; 
in other words, the external surface over the entire lower uterine suff was unin- 
volved. The tubes and ovaries were both normal and showed nothing unusual in the 
gross examination. 

The lower submucous tumor measures 11.5x 7.5 em, It is irregular in outline, has 
an uneven surface, and is covered over its lower and right lateral surface by numer- 
ous cystic projections. The area by which the tumor was attached measured 6 em. 


in diameter, was grayish yellow in color, very firm and similar to infiltrative tissue in 
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uterine wall, This former attached surface was rather ragged, owing to its separa- 
tion from the uterine wall at the time of operation, The posterior surface presented 
numerous cystic areas, and also over an irregular area, about 5x2.5x3 em., the 
surface presented numerous capillary exerescences; these vary in size from a frae- 
tion of 1 mm, to 4 mm. in diameter, and are raised from the surface from a fraction 
of 1 mm. to 1.5 em. in height. 

The tumor was then sectioned througii its attachment in the anteroposterior di- 
rection. It was made up of comparatively solid tissue, perforated by innumerable 
open spaces varying from a pin point to 1.5 ¢m, in diameter. Several of the larger 
cavities presented marked intracystic papillary projections; in some instances these 
filled almost the entire cavities. These papillary projections are identical in appear- 
ance to those found on the outer surface; they are grayish-yellow in color and have 
a firm consistency. The lower portion of the tumor, particularly the lower third, is 
almost entirely cystic; the cysts are unusually large, have a very smooth lining, are 
filled with a clear gelatinous substance and contain very thin, paper-like septa sepa- 
rating one cyst from the other. The gelatinous material above mentioned is clear 
in all but one cyst in which there has been evidently a hemorrhage which gave it a 
light chocolate brown color. These eystie cavities vary from 0.5 em, to 3 em, in 
diameter and are of varying length, the largest being 5 em. 

Microscopic Description.—A section taken from the base of the tumor was com- 
posed essentially of muscular tissue and glandular elements. The glands were lined 
by a single layer of cells which varied in height from a columnar cell to a low 
cuboidal cell according to the amount of gland dilatation. The contour of the gland 
lumen was quite varied, there being all sorts of irregular shapes, many of which 
showed marked projections into the lumen of the gland giving a picture not unlike 
that observed in cases of intracanalicular adenofibroma of the breast. These glands, 
of various sizes, are so numerous that they fairly riddle the muscular matrix, In 
many instances around both the small and dilated glands is seen a connective tissue 
of considerable extent, made up of fusiform cells with long spindle-shaped nuelei, 
This connective tissue rests directly upon the smooth muscle matrix and in many 
places is exactly identical with the stroma of the endometrium. In many instances 
the glands both dilated and undilated seem to rest directly upon the muscle tissue. 
The smooth tissue is identical in structure to the smooth muscle tissue of the uterine 
wall, The intracanalicular projections, which are seen throughout the specimen, are 
made up for the most part of muscle tissue lined by a single layer of low columnar 
epithelium, In some instances there is imposed between the lining epithelium and 
the muscle tissue of these projections a definite layer of the endometrium-like stroma 
tissue. In other instances this stroma tissue is lacking. Occasionally some of the 
projections have a muscular matrix riddled with glands, some with and some without 
this surrounding stroma tissue. 

Section along the posterior wall of the tumor, including the papillary projections: 
These papillary projections are all lined with a single layer of columnar epithelium. 
This epithelial lining invades the muscular tissue with deep, gland-like invaginations. 
In some instances this epithelial lining rests directly on the muscular matrix and in 
other instances there is a definite intervening layer of connective tissue between the 
epithelial lining of the glands and the muscular stroma. The sections through the 
large dilated cystic cavities show that these cavities are ali lined by a single layer 
of cuboidal epithelium, In some instances these lining cells rest upon the muscular 
matrix and in other instances there is a definite intervening stroma of connective 
tissue, 

Section taken through the uterine wall at the base of the tumor shows the inner half 


of these sections perforated by numerous glands, some showing considerable dila- 
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tations. but none are dilated more than 2 mm, This tissue answers the description of 
the ordinary diffuse adenomyoma of the body of the uterus, especially in the deeper 
portions of the uterine wall, The endometrium-like stroma is particularly striking, 
and here and there large patches of it can be seen surrounding the glands. The other 
half shows a normal muscular structure of the uterine wall and is entirely devoid of 
glands, This penetration of the uterine wall by glands is only present through the 
area where the tumor was attached, extending a few mm. below and then continuing 
upward for about 1 em, Numerous sections taken through the uterine wall, with 
the exception of a slight general thickening of the myometrium, show it to be en- 
tirely normal, Sections taken through various portions of the lower uterine cuff 
show it to be lined by a single layer of low columnar cells with «a thinned-out uterine 
wall which is entirely devoid of glands. Only here and there in the lowest part is 
there even a suggestion of cervical glands, and these are directly continuous with 
the lining of the cells of the canal. The diserete nodule in the upper portion of the 


uterus is an ordinary myoma and has no glandular inclusions, 


I'rom the above description, one can readily see that we are dealing 


with a submucous tumor of considerable size with a broad sessile at- 


Fig. 1 Drawing of uterus and tumors, reconst1 ed after opera The terus is cut 
along the anterior wall exposing the cavity and the two tumors. The upper t or nsected; the 
lower tumor completely fills the lower uterine cavity and shows its attachment laterally to the 
uterine wall The coarser structure immediately adjoining the attachment of the tumor repre 


sents the extent of the infiltrated adenomyoma. 
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tachment to the uterine wall. The structure of the tumor is a mus- 


cular matrix in the substance of which are embedded glands, a con- 
siderable number of which surround cystic cavities, and for the most 


part they are identical with the glands of the endometrium; in many 


Fig. 2 Posterior view of the tumor. The extreme upper half and central portion repre- 
I ea which was attached to the uterine wall; the slightly elevated projections seen in 
yrtion he picture represent the papillary excrescences. 


ig 3 Cross section of 


submucous adenomyoma showing the 
1 numbers of slightly dilated glands larg 
lower portion of the picture 


muscular stroma perforated 
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instances these glands are surrounded by an endometrium-like stroma. 
The involved portion of the uterine wall at the site of the former at- 
tachment of the tumor has the same structure which is characteristic 


of ordinary diffuse adenomyomata. This adenomyomatous structure 
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is only present at this site, and infiltrates the uterine wall about one- 
half the distance to the serosa; the uterine wall elsewhere is entirely 
free of adenomyoma. We also note beside the eystic dilatation of the 
glands intracanalicular polypoid projections in the cystic cavities, not 


at all unlike intracanalicular adenofibroma of the breast. 


Fig. 4.—Photomicrograph, low power. ‘The muscular matrix perforated by numerous 


glands 

which show varied differences in outline and degrees of dilatation. 
Fig. 5 Photomicrograph, high power, showing two glands separated from the muscular 
matrix by an indefinite area of connective tissue stroma. This is particularly striking along the 


lower boundary of the upper gland 


I feel that the above characteristics concerning the structure, loca- 
tion and relations of this tumor, show rather conclusively that we are 
dealing with an isolated diffuse adenomyomatous growth on the wall 


of the uterus, which remained localized and continued to grow as a 
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localized tumor. Asa result of pressure exerted on it by a surrounding 
normal uterine musculature, it was gradually expelled into the uterine 
cavity. The fact that the tumor filled the cervical canal can be ex- 
plained by the previous filling of the upper uterine cavity by the dis- 
erete submucous myomatous nodule in this location. The adenomyo- 
matous growth in its earlier stage must have been very similar to the 
case of Cullen’s, the illustrations of which I have taken the liberty 
to insert in my paper. (Mig. 9.) Therefore, the source of the gland 
elements in my tumor were, originally, from the endometrium and, 
accordingly are of Muellerian origin. 

The question might be raised: Why do not all of these glands have 
the pattern of the endometrium? We note that, in some instances, 


around both small and dilated glands there is an absence of the endo- 


Fig. 6.—Photomicrograph. Section taken through the periphery of the posterior wall to an 
rea which shows papillary excrescences. ‘The structure of the tumor is also well seen in this 


metrium-like stroma. On the other hand, this endometrium-like stroma 
surrounds in varying degrees all sorts of glands, both large and small, 
throughout the tumor, being more marked in the base of the tumor 
and in that portion immediately adjoining the base. On account of 
the marked pressure which has been exerted on the tumor by the sur- 
rounding uterine wall, and on account of pressure which has resulted 
in consequence of the marked gland dilatation, this stroma tissue 
could readily have become obliterated. It is also quite justifiable to 
assume that the gland tubules could have penetrated the muscular 
matrix of themselves, the stroma being held on account of the in- 
creasing pressure. 

So far as I know there is no ease described in the literature with a 


histologic structure, which resembles to any great degree that of my 


Vas J 
picture 
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ease. Robert Meyer reported a pedunculated subserous adenomyoma 
springing from the right uterine horn which in gross appearance, and 
histologically resembled my specimen very much. Meyer regarded 
his case one of Wolffian duct, or of parovarian origin, on account of 
the marked resemblance of the glands in his ease to these structures. 
Meyer reported his case in 1903 and at that time stated that the speci- 
men had no parallel. This statement apparently holds good today. 
Lockyer in his recent monograph describes this tumor in great detail 
and reviews Meyer’s ideas concerning its origin thoroughly. 
Meyer’s tumor was bilobed, each lobe the size of a man’s head and 
connected to the right uterine horn by a single pedicle. The tumor 
was made up chiefly of cysts and canals held together by matrix of 


connective tissue and smooth muscle. The cyst and canals were lined 


Fig. 7 Photomicrograph, low power. Uter Fig. 8.—High power of adenomatous area 
ine wall at the attachment of the lower submu in Fig. 7. Shows uterine glands with a char 
cous tumor The glands penetrate about half acteristic stroma embedded in the uterine mus 
way through uterine wall. The serosa is not cle. 
included in the picture, but the section repre- 
sents practically the entire thickness of the 
uterine wall. Note the surrounding stroma of 


the glands. 


by a single layer of cylindrical epithelium. At the site of attachment 
of pedicle tumor, there was a diffuse adenomyoma of the uterine wall 
and the canal system was traced directly into the uterine cavity. 


‘ 


Meyer has applied the term ‘‘organoid’’ to this tumor on account 
of the arrangement of the muscle around the canal system. He states 
that the only organ from which such a tumor could rise is the Wolf- 
fian duct and epodphoron, and feels that the adenomyomatous state 
of the uterine wall had no genetie relationship with the tumor. Meyer 
explains the mucosal invasion of the pedicle as due to pressure ex- 
erted on the uterus by the tumor mass, as the result of which the 
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mucosa is squeezed along the lines of least resistance into the pedicle 
of the tumor. 

Lockyer states that, so far as he knows, Cullen has never pronounced 
judgment on this tumor, but should expect him to regard it as an 
example of his variety of subperitoneal adenomyoma. From this de- 
scription, the only essential differences between my tumor and Meyer’s 
are: first, the fact that he is able to deseribe clear-cut muscle layers 
about the various glands and eysts, and that he regards this system 
as a long tortuous duet; second, he occasionally speaks of a con- 
nective tissue content of the tunie layers, but describes no definite 
layer of connective tissue, which were quite marked in my tumor. 


Fig. 9 Photograph of Fig. 1, from Cullen’s monograph on “‘Adenomyoma of the Uterus,” 
shows a localized adenomyoma of the uterine wall with a slight tendency to being pushed into 
the uterine cavity This picture represents a lesion which might be regarded as an early stage 
f a sul ade1 Mla 


Judging from the drawing of Meyer’s tumor, the duct system he 
describes is not apparent as he claims, and in his other illustra- 
tions the laminated tunics about the canals do not appear to stand 
out clearly as his deseriptions would lead one to believe. The 
fact that Meyer’s tumor was directly connected with the uterine cav- 
ity, and the fact that there was definitely a diffuse adenomyoma of the 
uterine wall, must certainly bear considerable weight in considering 
this tumor primarily as part of a diffuse adenomyomatous condition 
of the uterine wall. The cystic dilations and the intracanalicular pro- 
jections could readily be explained on mechanical grounds. Certainly 


these points cannot be totally disregarded, the more so since the sub- 


Bin 
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mucous adenomyoma, which I have described with its cystic cavities 
and intracanalicular projections and which bears such a marked re- 
semblance to Meyer’s tumor, is definitely of Muellerian origin. 
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PRACTICAL APPLICATION OF LOCAL ANESTHESIA TO 
SURGERY OF THE LOWER ABDOMEN* 


By Roperr EmMetrr Farr, M.D., Minnearvouis, MINN. 


| (placemat agin what the facts are, or what the future may 
show them to be, concerning the possibility of applying local anes- 
thesia to major abdominal surgery, it is perfectly evident that the vast 
majority of clinicians do not accept the premise that local anesthesia 
can be used with facility in routine abdominal work. While in some 
large clinies a proportion of 50 per cent, and perhaps in one or two in- 
stances even greater than this, has been reached, the abdominal sur- 
very performed under local anesthesia exclusively, in our large clinics 
is probably under 10 per cent, and even then a vast majority of the 
cases are confined to the various operations for hernia and to extreme 
surgical risks in which the use of general anesthesia is considered too 
hazardous. In view of the faet that the dangers of general anesthesia, 
both immediate and remote, far outweigh those of local anesthesia, 
a fact which is, I think, admitted by everyone, there must be some 
reason, real or imaginary, for subjecting 90 per cent or more of the 
cases to the extra hazard imposed by general anesthesia. Is it neces- 
sary or advisable to administer general anesthesia to such a large 
percentage of our abdominal eases? Is it possible and expedient to 
replace general anesthesia by local anesthesia in a large percentage 
of the eases in which general anesthesia is now used? Obviously, if 
the margin of safety of local over general anesthesia is admitted, the 
main reason for denying patients this advantage must be based upon 
the assumption that the surgical indications cannot be met under local 
as perfectly as they can be under general anesthesia. It is the object 
of this communication to attempt to show that this assumption eannot 


*Thesis submitted for admission to the American Association of Obstetricians, Gynecologists 
and Abdominal Surgeons, 1920. 
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be accepted in its entirety, and to present what might be termed the 
newer concept of the art of local anesthesia as applied to this field 
of surgery. 

While a complete analysis of the reasons for the failure on the part 
of the surgical profession to accept local anesthesia in major surgery 
would take us too far afield, certain facets ought to be presented by 
those who have given special attention to this subject in order to 
dispel some of the phantoms and replace them by realities. Clearly, 
those who admit unfamiliarity with the subject are prone to accept 
its imaginary objections. On the other hand, to those who are most 
familiar with this subject the facts are so obvious that their presenta- 
tion seems more or less absurd, and, yet, these facts must be presented 
by those who have acquired the greatest amount of experience in order 
that the general profession may receive the benefit of their work in 
this field. 

To one who has had considerable experience and suecess in the use of 
local anesthesia the objections ordinarily advanced against it are 
largely evidences of inability on the part of the objector to perfect 
himself in its use. In this regard local anesthesia has been compelled 
to contend with much the same factors that obstruet every advance 
in seience. Only a more exact and widespread knowledge will re- 
duce and gradually eliminate this factor, and we would better, there- 
fore, confine our attention to the real shortcomings of the method 


and consider some of the means by which they may be overcome. 
THE PSYCHIC FACTOR 


Undoubtedly the psyche of a patient plays an important role in 
relation to surgical treatment. However, the importance of this fac- 
tor in relation to local anesthesia has been greatly overestimated. 
In its final analysis the amount of psychic trauma connected with local 
anesthesia will depend largely upon the education of the patient in 
relation to its use. Onee the patient grasps the fact that loeal anes- 
thesia is safer and more agreeable than general anesthesia and that 
his operation will be painlessly performed under its influence, the psychic 
factor will largely fade into insignificance, as | have had ample oppor- 
tunity to verify. Too often the surgeon mistakes the patient’s fear of 
suffering—a fear which has been established through ignorance or 
through a knowledge of the unsuecessful use of local anesthesia—for 
psvehie incompatibility. The individual whose acquaintances in large 
numbers have undergone painless, successful operations under local 


anesthesia does not to any great extent show this much heralded bugabeo. 
WOUND HEALING 


The question of wound healing may be dismissed as an objection, 


as it has been proved beyond doubt that the use of precain does not in 
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any way impede the process of healing or predispose to infection. The 
reported preponderance of infections where local anesthesia has been 
used is undoubtedly the result of an interference with a refined tech- 
nic due to the failure to establish complete anesthesia. Possibly, 
also, the class of debilitated patients reserved in some clinics for the 
use of local anesthesia may be a factor in the production of these 
Statistics. 
TIME 

The element of time, while relatively unimportant, may be cited 
as a real objection to the use of local anesthesia. However, if we ae- 
cept the dictum that the patient is the all important consideration, the 
element of time becomes relatively insignificant. Other things being 
equal, can we use the element of time as a shortcoming of local anes- 
thesia? Allowing the patient to be the judge, and saying to him: 
“Local anesthesia is more pleasant, is safer, and your operation can be 
performed under its influence with more finesse, but I cannot spare the 
extra quarter or half hour required’’—what would the verdict be? 
Besides, the facts show that with proper equipment and with modern 
technic many operations may be performed under local anesthesia with 


more dispatch than where general anesthesia is used. 
HARDSHIP TO THE SURGEON 


There is no question but that the routine performance of surgical 
operations under local anesthesia imposes a greater tax upon the 
mental and physical resources of a surgeon than where general anes- 
thesia is employed. This is especially true in cases where the surgeon 
is not well versed in the use of the local method. Tere, the possibility 
of failure, the faulty armamentarium, the division of attention be- 
tween the operation proper and that required by the conscious pa- 
tient, the necessity of using a refined technie, the strategy required 
in meeting complications and overcoming difficult technical details 
without discomfort to the patient, in addition to the extra time re- 
quired, all tend to fatigue the surgeon. And, vet, as one’s familiarity 
with the method increases, the pendulum swings until the difference 
between the two methods is not as great as one might imagine. With 
increasing experience the possibility of failure is replaced by a feeling 
of confidence; the armamentarium becomes stardardized; the division 
of attention becomes more or less automatic, as in the case of the 
clinical teacher in surgery who has learned to teach while operating; 
the use of a refined technie becomes second nature and instead of 
being fatiguing may be said to be exhilarating; inereased experience 
enables one to meet the demands with a comparatively slight outlay 
of energy; and a strategy is developed by which the technieal diffi- 


culties are overcome with comparative ease; and, finally, as the technie 
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becomes standardized, the time required, as I have already stated, is 
but slightly greater where local anesthesia is used. 


DIFFICULTY IN ACQUIRING TECHNIC 


Admittedly, there is considerable difficulty in acquiring the technie 
of local anesthesia as applied to major abdominal surgery. Of those 
who are successfully performing this work the number is small. Like 
all specialists the experts in the use of local anesthesia seem to follow 
the plan of making the technie appear as difficult as possible. Compli- 
cated rules for locating the special nerves, for instance, tend to mag- 
nify the apparent difficulties. As an example, the most recent book 
upon local anesthesia recommends that the six lower thoracic, three 
lumbar, and three sacral nerves be blocked on either side of the spine 
in the back for the performance of a pelvie laparotomy! Small won- 
der that such a method does not appeal to those who are in the habit of 
doing their work under general anesthesia. As a matter of fact, the 
technie of abdominal surgery under local anesthesia is comparatively 
simple, and a knowledge of it is exceedingly easy to aequire and can 
be readily mastered by any one who will foeus his attention upon it 
for a short time, provided he is not so hidebound by age or prejudice 
that adaptation to an altered order of things is impossible. 


METHOD OF OVERCOMING OBJECTIONS 


Every effort should be made by those who have had unusual ex- 
perience in the use of loeal anesthesia to develop the technie along 
the lines of simplicity in so far as it is possible to do so. While the 
highly specialized regional blocking may be desirable for a few trained 
experts, the average surgeon will find much more satisfaction in using 
direct infiltration. Its simplicity, its ease of application, its speed and 
its accuracy make one wonder why so much effort has been made to 
substitute nerve blocking for the method introduced by Schlei¢h and 
Reelus. Provided local anesthesia is to become of practical use in 
abdominal surgery and to be taken from the hands of the few—experts, 
so-called—direct infiltration, or infiltration-block must be adopted as 
the method of choice. This method, when properly employed, fulfills 


all requirements, when combined with the proper surgical technie. 
GENERAL CONSIDERATIONS IN RELATION TO TECIINIC 


The prime essentials relating to the general preparation of the pa- 
tient are: proper attention to the patient’s psyche, a soporifie which 
insures a good night’s sleep upon the night preceding the operation, 
small doses of preliminary hypnotics to allay nervousness from the 
time of awakening in the morning to the time of operation, careful 
transportation to the operating room, a comfortable position upon 


feather pillows on the operating table, the exclusion of light from 


| 
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the eyes by a moist pad of gauze, the constant attention of a well 
trained ‘moral anesthetist,’? whose duty it is to bestow every possible 
comfort and to allay, so far as possible, any fears which may beset 
the patient, the elimination of all unnecessary noises caused by instru- 
ments or other utensils, the exclusion of all conversation in the operat- 
ing room, (possibly, in some cases, introducing pleasant music 
from a Victrola), the avoidance of all irritations, such as uncomfortable 
positions, tight strapping and the application of irritating lotions to the 
skin—these and numerous other details do much to reduce the handicap 
under which surgeons find themselves when attempting the use of local 
anesthesia. 
LOCAL TECHNIC 

Assuming that the above details have been carried out with some de- 
gree of completeness, every effort should be made to continue the pro- 
cedure without allowing a break in the chain of protection against ir- 
ritating influences. Team work and a smooth running machine are 
valuable assets, and a standardized, workable armamentarium is a prime 
essential. 

Perhaps the most important period to be bridged while carrying a pa- 
tient through the ordeal of a surgical operation under local anesthesia 
is that during which the anesthesia is actually being introduced. The 
suecess or failure of the procedure is dependent to such a large ex- 
tent upon the comportment of the surgeon during these few minutes 
that we may on the one hand see inaugurated a smooth, efficient 
anesthesia with a successful operation upon a confident patient, or, 
on the other, a disgruntled, irritated, apprehensive patient whose con- 
fidence has been lost at the very beginning on account of some error 
in technic. 

When introducing the solution, the development of the initial wheal 
is accompanied by certain preliminaries which are designed to relieve 
the tension under which the patient may be laboring. These pre- 
liminaries vary, depending upon the circumstances, but usually consist 
of a slight sponging, pinching, or patting of the skin over the field of 
operation. As the first needle prick is about to be made the anesthe- 
tist cautions the patient, stating that the doctor is about to give him 
a hypodermic. At the same time the surgeon requests the patient not 
to move when he feels the needle prick. When these precautionary 
measures are omitted, the unprepared patient is surprised, his confi- 
dence—which already may be more or less negative in quantity—is 
apt to be shaken, and a slight movement on his part is apt to result 
in dislodging the needle point, thus making it necessary to repeat the 
procedure. 

rom this period one important point is to be kept constantly in 


mind—the patient is to feel no more needle pricks throughout the 
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procedure of making the infiltration. It matters not at how many 
points the skin is to be pierced by the needle, the unanesthetized skin 
must not be pierced. It may be avoided by the following technic. 
The long needle is introduced through the initial wheal and advanced 
beneath and parallel to the skin surface in the subdermal fat to a point 
within a half to three-fourths of an inch of its base. Just in advance 
of the point the skin surface is made to curve inward by making pres- 
sure upon it with the finger of the opposite hand. The needle is thus 
made to enter the skin from beneath and a wheal is in this manner 
painlessly produced. During the withdrawal of the needle a sub- 
dermal infiltration is made between wheals number one and two, or, 
if desired, this infiltration may also be made during the introduction 
of the needle from the initial to the secondary wheal. This procedure 
may be repeated as often as necessary, and thus a field of any length 
may be traversed. 

To my mind, this is the most important single factor in the technic 
of the administration of local anesthesia, and careful attention to the 
carrying out of its minutest detail will do much to facilitate the work. 
On the other hand, when following the usual technic, or that usually 
seen at least, where the patient is repeatedly pricked in an unanesthe- 
tized area, we must expect even the most stoical to ask for an inter- 
pretation of the term ‘‘painless.’? Even where the intradermal wheals 
are continued from the initial wheal and the skin infiltrated for any 
distance, too rapid injection will cause pain. Besides, this process is 
slow, laborious and unnecessary. The subdermal infiltration will be 
found to give complete anesthesia in from two to four minutes, and 
as the deeper layers should be anesthetized before the incision is begun 
this amount of time is sure to elapse before the incision ean be made. 

After the outline has been made upon the skin by the more or less 
regularly placed wheals and the line of subdermal infiltration, the 
deeper layers are anesthetized before making the skin incision. There 
are many reasons why the method of injecting the tissues layer by layer 
should be discarded, at least as a routine procedure. The delay ocea- 
sioned by its use is in itself sufficient to condemn it, especially as the 
complete infiltration is so satisfactory. I feel, however, that the main 
objection to it is based upon the greater likelihood of the production 
of pain when this plan is followed. The immediate infiltration of 
the deeper layers gives the anesthetic time in which to act on these 
tissues while the preliminary incision is being made, towels applied 
to the skin, ete. Except in very fat persons one may quite accurately 
recognize the different layers as they are reached by the needle point 
and the requisite amount of solution may then be deposited. An ap- 
proximate estimate of the thickness of the different layers, as well as 
a knowledge of the relative sensitiveness of the various tissues to be 
injected, is essential. Any errors as to the thickness of the different 
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layers are to be checked by the impression made upon the patient as 
sensitive areas are encountered. In the abdominal wall, for instanee, 
after the subdermal infiltration is made the next layer to be encoun- 
tered which interests us is the aponeurosis. This layer can be recog- 
nized by its ‘‘feel’? and by the fact that the patient will manifest 
signs of discomfort when it is reached, although if care is used this 
discomfort is slight. The anesthetist can usually catch the change 
of expression on the part of the patient, but a desirable guide is the 
slight muscular contraction which invariably accompanies any appre- 
ciable insult to sensitive tissues. Once the approximate depth of this 
layer is estimated, the fluid is deposited in sufficient quantity to pro- 
duee anesthesia ahead of and about the needle point for some distance, 
thus making further punctures possible without the patient or the local 
part realizing that it is being done. <A perfect knowledge of the 
anatomy of the part allows one to make the injection without any 
complaint on the part of the patient, and with only slight muscular 
protest. Of course, one must regulate the speed and amount of the 
anesthetic used in a given area by the sensitiveness of the tissues, a 
condition dependent upon the loeation of the area attacked, as well as 
upon the make-up of the individual patient. Tor instance, one patient 
may allow the complete blocking for an appendectomy in two minutes 
without the slightest local or general protest, while in another pa- 
tient of about the same dimensions five minutes may be required for 
the same procedure. The deep layers of muscles in the abdominal 
wall, while containing some sensory nerves, are relatively devoid of 
sensation and need very little of the anesthetic. But, as there is little 
objection to the use of the solution here, it is better to play safe and to 
continue the injection as the needle advances toward the properitoneal 
fat, which is the most sensitive tissue beneath the skin. This tissue 
is, therefore, approached and entered with a constant stream flowing 
from the needle. As soon as the slightest sign is manifested by the 
patient, or even if no signs, local or general, are shown, the area about 
the point of the needle is ‘soaked,’ the needle withdrawn and new 
fields attacked by repeating the procedure. The same precautions 
should be used by the surgeon when he is about to enter an area which 
may be sensitive, as when the first wheal is made. T usually say: ‘Let 
me know if you feel this;’’ or, ‘‘Is this sensitive?’’ ete. 

There seems to be much timidity on the part of surgeons regarding 
the making of deep infiltrations into the abdominal wall. The dangers 
from this procedure are more apparent than real, and experience shows 
that they are practically nil. We have repeatedly advanced the needle 
through the abdominal wall with the abdomen open and_ fluid 
flowing from the needle in order to learn what takes place when 
this maneuver is carried out. Colored solutions have sometimes been 
used for this purpose. We have found that, provided the needle is 
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slowly advanced, the properitoneal tissue becomes swollen from the 
outflowing fluid and the peritoneum generally floats away from the 
needle point and is not subject to puncture, provided, as I have said, 
the needle is not advanced rapidly. The peritoneum may be pune- 
tured, reproducing the condition we have in the intraperitoneal injec- 
tions of guinea pigs and other animals, where, as it is well known, 
intestinal injury does not occur. This fact is now established beyond 
question and should have marked influence in simplifying the teehnie. 

While carefully carrying out the above principles in the minutest 
detail the field for infiltration is gone over methodically and systemat- 
ically with the object of not missing a fraction of a square inch. It 
is here that the use of the pneumatic injector assumes a special role 
of superiority over the syringe. The constant souree of supply of 
the solution relieves the operator of the necessity of filling or changing 
syringes, a maneuver which is prone to make the surgeon ‘‘lose his 
plaece’’ and to miss a small area which may correspond to the location 
of a sensory nerve. Again, the lightness and adaptability of the cut- 
off allows one to develop an ability to ‘‘feel’’? the location of the 
needle point and to introduce and direct the needle with the greatest 
ease. 

Once the tissues are thoroughly ‘‘soaked’’ anesthesia should be com- 
plete almost immediately, or at least before the various layers are 
reached by the scalpel. The skin may be incised directly after the 
deep injection is completed, and a secondary cleansing with alcohol 
or some other solution is made. 

In making the ineision in abdominal eases it is well to avoid making 
pressure upon the abdominal wall. Even with a perfect anesthetiza- 
tion the pressure produced by the use of a dull scalpel, especially in 
unskilled hands, will cause the patient discomfort even in ‘‘interval’’ 
cases, While in cases of acute or subacute infection pressure will not 
be tolerated. In order to meet this contingency we elevate the skin 
between two pairs of towel clips while the incision is being made. 
(Fig. 1.) A sharp sealpel is used and multiple gliding strokes are 
made rather than foreeful pressure of the blade through the tissues. 
The delay necessitated by the placing of towels for skin exelusion 
allows the deep tissues sufficient time in which to become anesthetized, 
and the incision is carefully carried down through the sueceeding 
layers, care being taken not to slacken for an instant the vigilance 
regarding the elevation of the abdominal wall until the peritoneum is 
finally opened. 

At this point I beg leave to digress for a moment in order to eall 
attention to the usual causes of failures in some cases to obtain a satis- 
factory working condition when the abdomen has been opened under 
local anesthesia. Surgeons have frequently said to me when discus- 


sing this subject, ‘‘I can open the abdomen without any complaint 
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whatever on the part of my patients, but as soon as the abdomen is 
opened intestines present in the incision under pressure and the force 
and manipulation necessary in order to retain them within the abdo- 
men not only causes my patients great distress but serves only to in- 
crease the expulsive efforts, and, as a result, the field of operation is 
so obseured that the operation cannot be carried on.’’? Provided this 
condition presents frequently it is small wonder that surgeons find 
that the use of local anesthesia is unsatisfactory in major surgery, 
and especially in abdominal surgery. 

The patient who does not have a complete anesthetization of his 
abdominal wall before it is opened, one who has not a complete abo- 


Fig. 1 Method of elevating skin while making the incision. 


lition of the reflexes of the tissues attacked, will, by the time the 
peritoneum is opened, have developed a combative action on the part 
of the abdominal muscles (an action, by the way, over which he has 
no control), which will, by causing a contraction of these muscles, 
tend to place the abdominal contents under a pressure which will force 
the viscera into and through the incision as soon as it is made. Coun- 
terpressure applied to the escaping viscera instead of relieving the 
situation serves only to add fuel to the flame, the condition going 
from bad to worse and the fiasco usually ending in a eall for general 
anesthesia and a firm decision on the part of the surgeon not to at- 
tempt this procedure again. 

This condition may present even in cases where the patient does not 


complain of pain, and possibly, in some patients no amount of local 
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anesthesia will prevent it. However, I have not encountered it in 
cases Which were at all amenable to operation under local anesthesia. 
We do find an occasional person who loses all poise and cannot con- 
trol himself when the test comes, and such a case should be given 
general anesthesia without delay. For the purpose of this discussion, 
however, we may consider only cases which are apparently satisfac- 
tory candidates for the local method. It is in this class of cases that 
the failures have come, for, as a rule, men do not attempt to force 
the method upon the other class. Given an average candidate, there- 
fore, can this emergency be anticipated and prevented? As a rule 
the condition described is due to the fact that the patient has been 
caused pain during the infiltration and incision, notwithstanding the 
fact that he may not have complained. Surgeons differ very mate- 
rially in their estimate of this factor. Some call a procedure ‘ pain- 
less’? when a patient is continually flinching, making grimaces in di- 
rect consonance with each painful maneuver on the part of the surgeon 
or even when mild restraint is necessary. Others call a procedure 
‘*painless’’ when they have been repeatedly called upon to reinforce 
the anesthesia. While some even consider a procedure ‘‘painless’’ 
when the patient is fervently grasping some friendly bystander by 
both hands and hanging on for dear life. 

Much has been written upon the pain sense of the different intra- 
peritoneal structures. Few authorities agree upon this important 
subject, each giving the results of his studies and observations. Care- 
ful study has been made of the works of Hertzler, Lennander, Haller, 
sichat, Weber, Bloch, Richet, Kast and Meltzer, Ritter, Wilms, Prop- 
ping, Ramstrém, Langley, Bayliss and Starling, Cannon, Auer, Kuntz 
and Mackenzie, and, in addition, a large series of my own cases have 
been carefully observed in order to clear up, if possible some of the 
disputed points. Going over the literature one is struck with the 
marked contrast in the reports of different observers, and, aside from 
theoretic or anatomic grounds upon which arguments are based, I 
believe that much of the difference of opinion is due to the fact that 
the findings are far from constant and vary somewhat in different 
individuals even under similar conditions and vary greatly under a 
variety of conditions. The various stages of peritonitis greatly in- 
fluence the sensitiveness of the parietal peritoneum and the viscera. 
The general condition of the patient must be taken into account, and 
one must not forget that the patient who has been a sufferer with a 
painful retroversion and chronic appendicitis will respond much dif- 
ferently than will an individual who is the subject of some other 
pathological condition. It is generally taught that the parietal peri- 
toneum only is sensitive and that the viscera are devoid of pain sense 
in the absence of traction upon the mesentery. It has been my ob- 


servation that this is not entirely true. Traction upon the intestine, 
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even without traction upon the mesentery, will cause pain, and heat 
applied to the exposed intestine will produce cramps which are de- 
scribed as gas pains. I have had a young man of excellent poise and 
intelligence state that the introduction of the needle through the wall 
of his intestine was painful, and a careful test showed that he could 
feel the needle pass through his intestinal wall, even though his eyes 
were covered and an effort was made to deceive him. Traction upon the 
mesentery was here carefully excluded. The parietal peritoneum, in 
the absence of inflammation, is insensitive to light touch or even to 
scratching. Iowever, pinching or traction is disagreeable. In dis- 
ease this structure is sensitive even to light pressure. This is espe- 
cially true of certain areas, as for instance the culdesac. The results 
of observation will also vary with the manner in which the experiment 
is made. <A brisk, quick action will eause complaint, when the same 
act stealthily performed may be tolerated readily. One observer 
states that the mesoappendix may be clamped without pain, and this 
observation is based upon a series of fifty cases; while another finds 
that this structure is always found to be sensitive, epecially in acute 
appendicitis. The facts are that the sharp application of a hemostat 
to the meso will elicit a complaint from the conscious patient who 
has not had preliminary medication, unless cocaine has been used. 
(Some authors state that cocaine acts as a general analgesic, but I 
have had no experience with it). Ilowever, if one slowly and carefully 
applies the clamps, the patient may not remonstrate. 

Many factors must be considered in making observations. Whereas, 
as a rule the patient who is undergoing an operation under local anes- 
thesia is ready to complain at the slightest opportunity, and may even 
complain when not being hurt, perhaps with the hope of making the 
surgeon more cautious, we must not forget that he may have been com- 
pelled to suffer so much during the first stages of the operation that, 
by eomparison, the clamping of the mesoappendix may not bring 
forth a complaint. 

[ have found frequently that a strong clamp may be placed upon 
the mesoappendix, provided it is foreed down very slowly, with only 
slight complaint on the part of the patient. This is also true of many 
other tissues. We have found that the base of the appendix may 
be clamped with no pain sense after the meso has been blocked or di- 
vided. The ovarian pedicle and even the fundus of the uterus are 
tender and cannot be attacked without causing pain, although the 
latter may be found to be almost insensitive in some cases. The large 
vessels in the mesentery are sensitive; and even those in the omentum, 
if clamped close to their origin, may show pain sense. There is, there- 
fore, an opportunity to perform operations upon most of the pelvie 
viscera when the above mentioned areas can be blocked before the 
operative procedure is begun. Pathologie conditions which cannot be 


handled without traction upon the mesentery, mesoappendix, or poste- 


FARR: LOCAL ANESTHESIA IN ABDOMINAL SURGERY 817 


rior abdominal wall may not lend themselves so readily to this form 
of anesthesia. Jere again, however, we have a good illustration of 


the difference between careful and rough handling of the tissues. 
THE PELVIS 


All work in this region is best done with the patient in the Tren- 
delenburg position, and it is desirable that the position be assumed 
several minutes before the anesthetie is injected, and that when in this 


position the patient be at ease and comfortable. The accessories shown 


Fig. 2.—Special table with appliances for making the patient comfortable. A, Adjustable leg 
holder; B, lateral supports for tilting; C, adjustable arm holders; DV, shoulder supports for 
Trendelenburg position; /:, efficient, comfortable thigh restraints. Note: 2B and U—inflated 

; 


gments Of auto tire, 

in Fig. 2, are valuable adjuncts in obtaining the desired comfort. 
Soft pillows, pneumatie cushions for the shoulders, metal legholders 
which restrain but do not constrict, the avoidance of too sharp flexion 
at the knee, which, with an extension of the head upon the neck 
greatly increases muscular resistance of the abdominal wall, and a 
careful adjustment of the drapes all tend to facilitate work upon this 
region. While attention to these details may seem unimportant, sue- 
cess can only follow such attention, and he who is not willing to pay 
heed to the smallest detail and does not recognize the prime essentials, 


of which the patient’s comfort is one of the most important, will eon- 
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tinue to bore us with the information that local anesthesia is unsatis- 
factory in pelvic surgery. 

The abdomen being opened by an incision which is liberal in its 
proportions should present a negative pressure. Retraction should 
be made in a vertical as well as a lateral direction, that is, at right 
angles to the plane of the abdominal wall, and at first the upper or 
umbilical end of the incision should be lifted. This increases the 
capacity of the upper abdominal cavity and generally the force of 
gravity alone will cause all small intestines to migrate above the pel- 
vie brim. In ease this ideal condition does not prevail and some 
coils of intestine remain in the pelvis, they may generally be ‘‘kicked”’ 
out and upward by means of the rubber tipped thumb forceps. Even 
though in some instances a fairly large amount of the small intestines 
hangs over the pelvic brim this may not materially interfere with the 
performance of the more simple pelvic operations such as suspensions, 
appendectomies, and the like. The retraction must be carefully made, 
and the force used must be so graduated as to prevent any sudden, 
jerky lifting of the abdominal wall, which is apt to prove painful 
to the patient and to cause the much dreaded expulsive effort. As 
a rule no sponges are introduced either for the purpose of transferring 
the intestines from the pelvis to the upper abdomen, or for the purpose 
of holding them in that position. Under ideal conditions this should 
not be necessary and generally the only reason for using them is to 
prevent soiling. 

The first point to be blocked upon entering the pelvie cavity from 
above is the round ligament. This is accomplished by having the 
assistant gently lift the abdominal wall in the region of the wound 
opposite the round ligament. (Fig. 3.) This allows the operator to 
see some portion of the ligament, which is carefully picked up with the 
long tissue forceps and steadied while the needle is inserted into it. 
A point well toward the front is chosen as the nerve supply comes from 
the direetion of the abdominal wall. A wheal is raised and an effort 
made to extend the infiltration beneath the peritoneum on both sides 
of the round ligament. This maneuver is repeated on the opposite side 
and the technie to follow will depend upon the operative proceedure 
which is to be carried out. Provided the appendix is to be removed 
this may be done while the procain which has been injected into the 
round and broad ligaments is given plenty of time in which to dissem- 
inate. A delay of a few minutes is rather desirable than otherwise. 

With this teehnie all of the simpler operations within the pelvis 
may be performed. A maneuver which causes the patient some dis- 
tress is the elevation of the fundus from the euldesae, which T have 
mentioned before. While the disturbance is not great, it may be 
well in nervous individuals to precede the operation by introducing a 
vaginal pack, with the patient in the knee-chest position. This greatly 
facilitates the replacing of the uterus. 
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Ovarian cysts of large size are best evacuated by suction through 
a comparatively small abdominal incision, the walls being grasped 
by tenaculi as soon as they become slightly relaxed. In this manner 
the cyst may be delivered, the pedicle blocked and dealt with with- 
out the slightest sensation of pain and without the possibility of soil- 
ing, which becomes an exceedingly important matter in malignant 
disease. 


KNven where the results of inflammatory disease are present much 


Fig. 3.—-Showing method of blocking the round ligaments by injection. 


may be done by strategy in meeting the indications. A perfeet ex- 
posure with a perfect negative pressure may and often does give 
one the opportunity to see the retaining bands which anchor the tis- 
sues that are to be excised to the posterior abdominal wall with the 
ald of only slight traction while the bands are cut with knife or 
scissors and the parts liberated. We have in a number of instances 
removed adherent pus tubes by following this plan. Masses which 
appear very adherent and resistant will be found at times to shell 
out easily after cutting the ‘‘key’’ bands directly under the eye. The 


important point is to locate the lines of cleavage with as slight an 
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amount of traction as possible and to clip the retaining bands as they 


appear. 

The removal of large uterine or ovarian tumors is accomplished 
with the greatest ease, provided the pedicles are sufficiently long. 
Tumors with short pedicles, when delivered, are apt to place the pelvic 
tissues upon the stretch and therefore produce distress. We have for 
many years performed all our hysterectomies and myomectomies under 
straight local anesthesia, except in this class of eases. In all cases 
where these complications are probable, or where pelvie inflammation 
is present, or in the presence of malignant disease, the condition may 
be met satisfactorily by augmenting infiltration of the abdominal 


wall, just deseribed, with a caudal anesthesia. 
CAUDAL ANESTHESIA 


The analgesia resulting from the introduction of procain into the 
caudal canal is usually sufficient, especially with the patient in the 
Trendelenburg position, to allow one to make free dissections in the 
pelvis. We have, indeed, occasionally found an anesthesia up to the 
third or fourth thoracic nerves. Four ounces of one-half per cent 
procain has given us the best results. Steel needles of rather large 
caliber, from which the temper has been removed, are used. They are 
equipped with blunt obturators which facilitate their passage along 
the sacral canal and safeguard them from entering the veins. The pa- 
tient is placed in the prone position, face downward, the skin and sub- 
cutaneous tissues anesthetized and a small puncture made with a 
tenotome. The fluid is introduced slowly, the guide being the pa- 
tient’s complaint of pain along the course of the nerves. In our ex- 
perience slight toxie¢ symptoms are not uncommon with this form of 
anesthesia, and in very fat women the sacral hiatus is sometimes diffi- 
cult to locate. The toxie symptoms consist of pallor, accelerated pulse 
and nervousness, and have never, in our experience, been alarming. 
Provided this form of anesthesia is proved safe, it would seem prob- 
able that it will become the method of choice for pelvic, reetal and 
bladder work. 

Under ideal conditions the absence of movement of the pelvic 
viscera, the blanched condition of the pelvic organs permitted by the 
freedom from abdominal packs and straining on the part of the pa- 
tient, the possibility of deliberateness and the opportunity to minimize 
trauma, with the additional advantage that results from a_ perfect 
postoperative repose of the viscera in the same relative position they 
occupy when the peritoneal toilet is completed, at once place the above 
detailed method upon a plane which challenges the best that com- 
peting forms of anesthesia can present—this, in addition to and not- 
withstanding its admitted advantage over any other form of anesthesia 
in regard to safety. 


REID CORNER, 


A STATISTICAL STUDY OF FETAL DEATHS OCCURRING IN THE 
SERVICE OF THE WOMAN’S HOSPITAL OF NEW YORK 


By Harotp C. INcranam, M.D., New York Crry 


I1E following report covers a series of three thousand deliveries at 

the Woman’s Hospital with a fetal mortality of four and six-tenths 
per cent (4.6%). The series ineludes both private and ward cases from 
the seventh month of pregnancy until the mothers were discharged from 
the Hospital, which in the ward cases is two weeks, and in private 
cases two to three weeks. There was a total of one hundred and thirty- 
eight fetal deaths. Of the hundred and thirty-eight fetal deaths, sixty- 
eight, or 49.2 per cent of the total were stillbirths. 

The following summary shows the probable cause of death in the 68 
eases of stillbirth: Birth trauma, 38; placenta previa, 7; toxemia, 18; 
fetal abnormality, 2; miscellaneous, 3. 

In those cases in which the death was due to trauma there were six- 
teen cases of forceps delivery: six high, ten medium and low. In four 
of these we cannot definitely attribute the death to forceps delivery as 
one of the four was done on a seventh months’ premature baby, one on 
a case with prolapsed cord and two on cases with toxemia of pregnancy. 
High forceps were done on two cases with deformed pelvis, dispropor- 
tion, and protracted labor. There were three craniotomies in cases 
of protracted labor and disproportion. In nine cases of podalie version, 
four were done for prolapsed cords, two after forceps had been tried in 
cases of disproportion and two on cases with toxemia of pregnancy with 
convulsions,—one after a vaginal hysterotomy and one in placenta 
previa. 

There were seven cases of breech extraction, also seven cases of pla- 
centa previa, six of which were either partial or lateral and treated by 
cervical bags. One was delivered by version after bagging. 

Of the eighteen cases of toxemia, six had convulsions, which developed 
during labor. One of these was delivered by version, the other by 
medium foreeps. The other four were premature and delivered by 
vaginal hysterotomy. Of the twelve remaining cases, five went into 
premature labor, three having a premature separation of the placenta, 
four were induced and one was delivered at term with foreeps. One 
was delivered normally at term but had a rupture of the velamentous 
insertion of the eord. 

We have two cases classed as fetal abnormalities: one a spina bifida 
with cleft palate, the other at necropsy showed an enlarged thymus. 

Under the miscellaneous group we have two following rupture of 
the uterus, one a rupture of a tubal pregnancy. 
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The remaining seventy fetal deaths, or 50.8 per cent of the total, 
are divided into two classes: those dying within three days after birth 
and comprising a group of forty-one cases, and those dying before 
discharge, but after the third day of birth, comprising a group of 
twenty-nine cases. In the cases comprising the first group we have 
fourteen premature babies. One of these had a patent foramen ovale, 
one was a breech extraction and developed symptoms of intracranial 
hemorrhage and two were eclamptie cases. We have one due to pneu- 
monia, two in twins, (hydramnios being the only eause found), 
one to congenital abdominal anomaly, four were breech deliveries, 
nine were forceps all with intracranial trauma. There were six cases 
of atelectasis, three of toxemia of pregnancy and one of protracted 
labor which died of intracranial hemorrhage. The twenty-nine cases 
comprising the second group were classified as follows: umbilical 
hernia, 1; acute inanition, 2; cerebral hemorrhage, 8; premature, 4; 
hemophilia, 2; gastroenteritis, 1; cellulitis, 1; pneumonia, 2; icterus 
neonatorum, 3; spina bifida, 1; congenital pyloric stenosis, 1; congeni- 
tal intestinal obstruction, 1. 

Of the eases in which death was due to cerebral hemorrhage, four 
were forceps deliveries and two followed breech extraction. 

rom the previous data it would seem that in the cases of stillbirth, 
toxemia was the greatest factor, while the next most common appears 
to be prematurity and the third the result of forceps delivery. 

In the cases dying after delivery but before the third day, we find 
prematurity as the most common factor, while in the cases dying after 
the third day we find cerebral hemorrhage resulting from forceps 
or breech extraction the most frequent cause. 

It would seem that with more careful prenatal care the two princi- 
pal factors, toxemia and prematurity, could be much lessened, and per- 
haps with increased study of the case while in labor, with some dif- 
ferent procedure of delivery, that this mortality could be somewhat 


lessened. 


133 EAST FIFTY-SEVENTI STREET. 


THE EDUCATION OF NURSES FOR OBSTETRIC SERVICE* 
THE SOLUTION OF A SocioLoGcic PROBLEM 
By Sytvester J. GoopmMan, M.D., F.A.C.S., Cotumsus, 


HERE are several fundamental facts which must enter into the 

consideration of the education of nurses for obstetric service. I 
ihink you will accept these without reservation. IT irst, that if the 
world is to survive, women must continue to bear children. Second, 
that if women do bear children, they must have competent nursing 
in cooperation with skillful obstetric service. Third, that none of us 
can hope to see the day when all parturients can or will go to a hospital 
for delivery. Fourth, that there will always be patients who are 
unable to pay large fees for the services of the obstetrician and nurse. 
This does not apply to the charity class, but to the family of limited 
or fixed moderate income. Accepting the above as reasonable, let us 
see how we are concerned with this problem and endeavor to formulate 
some plan or system for dealing with the same. 

Let us begin the consideration of this subject by looking into the 
matter of obstetric morbidity and mortality. In a recent article (Jour. 
Am. Med. Assn., 1, No. Page 523), Dr. C. Henry Davis says, 
““There is a general impression among physicians that there has been 
a great improvement in the maternal mortality during the last half 
century. This impression is based on the present favorable maternal 
mortality records in hospital and dispensary services, and not on a 
comparison of mortality and birth statistics.”’ 

‘‘During the past thirty years, deaths from many diseases have been 
reduced to a fraction of their former toll. The deaths from tubereu- 
losis per hundred thousand population have dropped from 252 to 145.8; 
pneumonia from 186.9 to 82.9; diphtheria and croup from 97.8 to 15.7; 
diarrhea and enteritis under two years from 139.1 to 59.5; typhoid 
fever from 46.8 to 12.4. The death rate from diseases caused by 
pregnancy and the puerperal state, in 1890, was 15.3, while in 1915 it 
was 15.2. The maternal mortality in 1916 was 16.3 per hundred thou- 


sand population.’’ ‘‘Few realize that for all the women of childbear- 
ing age, childbirth is the second greatest cause of death. For the 
vear 1915, in the death registration area of the United States, there 
were, among women aged fifteen to forty-five, 29,000 deaths from tu- 
bereulosis; 10,134 from childbirth, of which 4,173 were from puerperal 
septicemia ; 8766 from the various circulatory disturbances; 5549 from 
pneumonia; 5424 from eancer and other malignant tumors; while for 


*Read at the Thirty-Third Annual Meeting of the American Association of Obstetricians, 
Gynecologists, and Abdominal Surgecns, held at Atlantic City, N. J., September 20, 21, 22, 1920. 
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all these ages syphilis was reported as the cause of death 647 times and 
gonorrhea 174 times.’ 

Is this collection of statistics not startling? Can we not do some- 
thing to better the conditions which contribute to such a state of 
affairs? The discussion of the nursing problem is a definite movement 
toward that goal. Many graduate nurses will not accept obstetric 
service. Some few will engage for the care of these patients if the 
delivery is to be made in a hospital. Tor the patient who cannot or 
will not go to a hospital it is almost impossible to secure a competent 
trained nurse. IT am interested in this matter more from the stand- 
point of the practitioner than that of the specialist because it is to the 
family doctor we must look for better obstetries. 

I do not believe that pupil nurses are sufficiently impressed with the 
importance of this branch of service and the good that ean be accom- 
plished by the conscientious eare of obstetric patients. They should be 
shown that practically all surgery is now performed in hospitals with 
pupil nurse attendance; that typhoid fever will be soon relegated to an- 
cient history; that pneumonia and the various zymotie diseases will be 
either prevented or quickly cured ; that contagious diseases will be treated 
in special hospitals. Then, there being no more war, obstetries will 
be the principal service for the employment of trained nurses. It 1s 
a grave mistake if we allow the nursing profession to cast aside this 
service without some effort on our part. 

The average nurse, graduated from our hospitals today, is a good 
surgical assistant. She can make dressings, assist in operations, give 
anesthetics and carry out postoperative orders better than the aver- 
age medical man. For our surgical patients she is invaluable and many 
a patient owes his life to a good nurse as much as to the surgeon, For 
medical cases our nurses are fairly well trained considering the fact 
that most of our hospitals are really surgical infirmaries. 

The average trained nurse is not a good obstetrie nurse. She is 
not interested because obstetrics is not as speetacular as surgery and 
because there are two patients to attend. In some schools of nursing 
the lectures are so primitive that the pupils get nothing out of them; 
in other schools the teaching is so technical that the girls fail to grasp 
the subject, or, on the other hand, they become pseudoobstetricians 
and prefer only institutional work. I have discussed this subjeet with 
the heads of various training schools. They are very loath to reduce 
any of the requirements, and, as my good friend and teacher, Dr. J. F. 


Baldwin, says, ‘‘they seem to overlook the patient. The solution of 
the problem seems to me to be in the establishment of schools, or courses 
in existing schools, for the training of Obstetric Attendants. 

Obstetric attendants need not receive as much instruction as is given 
the regular pupil nurse because they will be employed in maternity 
service only. The course need not last more than one year, if that 
long. They may be registered by the State if thought desirable. 
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There are many hospitals which do not have the requisite number 
of beds for state registration. These institutions find it most difficult 
to secure enough pupils. The entrance requirements are so high that 
even the large hospitals have trouble filling their training schools. 
There are not enough girls, of the type required under the state en- 
trance regulations, and if they are obliged to spend three years in 
order to secure the R.N. they naturally seek the larger hospitals. In 
the last few years many small hospitals, which were filling a great 
need in their respective communities, have been forced to close on ae- 
count of inability to secure nurses. These smaller hospitals could do 
a great service in training these attendants. I believe that they would 
have little trouble in securing good girls for their schools if the re- 
quirements were less rigid and the course shorter. 

These prospective pupils need not be high school or college gradu- 
ates. There are many girls who can make a bed so that the patient is 
comfortable; who can comb a woman’s hair; bathe a baby; keep a 
room orderly and be polite to domestic servants; who never had any 
training except that learned by helping mother. Many college grad- 
uates never learn to perform these helpful tasks. 

There are some fundamentally important subjects that these attend- 
ants should learn. Naturally, they should be taught tact and loyalty 
to the attending physician, politeness (usually learned at home), kind- 
ness to patients, cleanliness, willingness to assume any emergency duty 
in the home and, the danger of talking too much. Above all, she should 
be taught to show some human sympathy to the parturient and be 
impressed that this is one of the most important attributes of a good 
obstetric attendant. 

Pupil attendants should be given an elementary course in the anat- 
omy and physiology of the female reproductive organs. They should 
have an idea of the appearance of the vulva when affected with lewd 
diseases and know how to use prophylactic measures against contam- 
ination and self-infection. 

Antisepsis and asepsis should be drilled into the pupil at every step of 
her training. They should have at least three approved methods of 
cleansing the hands before attending at delivery. It is not necessary 
that they be given an advanced course in bacteriology but should be 
taught the value of a bar of soap and a riee straw brush. They should 
know how to sterilize the various utensils usually found in the house- 
hold eupboard and which might be needed in “‘setting up”’ for a deliv- 
ery at home. Even the homes of the rich will not have all the utensils 
to which trained nurses become accustomed in the hospital. 

The attendant should have have an idea of what the expectant 
mother usually prepares in anticipation of confinement and should 
know the application of these articles. She should know what to do 
when she arrives at the home of the patient; the disposition of .the 


children; the arrangement of the delivery room; the placing of the 
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bed with regard to light, heat and ventilation, open fires and doors; 
the means of securing water and other things needed in the room; 
how to make the patient comfortable and confident while awaiting 
the supreme moment. She need not know which blade of the forceps 
to hand the accoucheur if she has tact enough to win the confidence of 
the patient. It is important that she know how to use a rubber catheter 
and the method of preparing the vulva before employing that instru- 
ment, 

It is very important that we teach them the care of the puerperal 
patient. The attendant must be instructed in the care of the breasts, 
too often neglected in the regular training schools, and the feeding 
of the babe at the breast. The care of the eyes, ears and nose of the 
newborn should be dwelt upon. The pupil need not be taught the 
preparation of an approved chart. She should be taught the use of a 
thermometer and, perhaps, the use of the hypodermic syringe. It 
would be well if she could keep a record of the lochia, breasts, amount 
of food taken by the babe, bowel movements, ete.; but, if the tempera- 
ture is normal and the patient happy and contented, the attendant 
has fulfilled her purpose. 

Attendants need not be taught how to control postpartum hemor- 
rhage, except that they know how to properly massage the womb. 
However, she should be taught to recognize a convulsion and to put 
something between the teeth to avoid injury to the tongue of the pa- 
tient. She should eall your attention to eruptions, sores and discharges 
but need not know what to do in order to relieve these conditions. 
That is your own duty. She must carry out orders as you leave them and 
call upon you to make any changes. If we can train a large number of 
good, bright, clean girls, with average mental ability and an ordinary 
education, in schools adapted to this purpose, we will perform a great 
service for the public and go a long way toward the improvement in 
obstetrics so earnestly sought. We will not be treading upon the toes 
of any of the existing schools, or are we taking away any income from 
the regular trained nurses. The regular trained nurses will find 
plenty of work with the surgeons, publie health and industrial services, 
institutional and teaching work, 

We must have nursing service for obstetric cases. The publie will 
thank us for educating these obstetric attendants because their work will 
be their specialty and their wages will be within the reach of the 
average patient. Thus more people will engage competent nursing 
care; the obstetrician will have less trouble securing help; obstetric 
nursing amone the nonrich and the agricultural folk will be taken 
from the hands of ignorant old ladies and sepsis will be lessened. The 
nursing profession, the medical profession and our very necessary ally, 
the public, will all be satisfied. 


121 SIxtTH STREET. 


MATERNAL WELFARE IN RELATION TO THE PREVENTION 
AND EARLY DIAGNOSIS OF TUBERCULOSIS* 


By ArcHipaLp L. M.D., DULUTH, MINN. 


|’ may seem a far ery from this conference on tuberculosis to the 
problems of the obstetrician, but the purpose of this paper is to 
show important points of contact. Statistics commonly quoted prove 
that childbearing is second only to tuberculosis as the cause of death 
in women between 15 and 45 years of age. Wonderful progress has 
been made in these branches of medicine during the last fifty years. 
With full appreciation of the discoveries in regard to etiology, path- 
ology, and treatment of tuberculosis, one can say that hope for re- 
duction of mortality lies in early recognition and prompt treatment 
of incipient cases rather than in new methods of therapy for advanced 
conditions. This is so evident in results obtained by diagnostie elin- 
ics and visiting nurses that no emphasis of such a statement is needed 
before this body. So, in obstetries acceptance of the principles of 
asepsis, making possible obstetric surgery and preventing puerperal 
infections, studies of toxemias and their prophylaxis, and recognition 
of contracted pelves, to mention but a few of the advances, have won- 
derfully reduced maternal and infantile mortality. 

Ilowever, accepted statistics demonstrate that each year, at least 
15.000 women die from direct effects of childbearing; that of each 1000 
births registered 5 mothers die, 45 babies are stillborn, and of each 
1000 born alive, 40 die within the first month. Such startling figures 
are really underestimates, at least as regards the mother, since many 
of the late effects of pregnancy though concealed, are only less direet 
factors in death from nephritis, severe anemia, or tuberculosis. The 
really distressing part of the situation is the fact that during the 
last seven years there has been little or no improvement, save only 
in one group of women, and here lies our hope. Data collected by the 
Metropolitan Life Insurance Co. demonstrate that among women who 
receive modern prenatal care and proper confinement, the following 
striking results have been obtained: (1) Instead of 5 only two women 
of each 1000 die; (2) instead of 45 only 12 babies are stillborn in each 
1000, and (3) 10 instead of 40 die during the first month. Obstetricians 
have learned and are bringing to the public the same principles of 
prevention and early treatment of incipient conditions in their field 
as this organization advocates in tuberculosis. Pregnaney imposes a 
definite burden on the expectant mother, there is a narrowed margin 


*Read before the Mississippi Valley Conference « Tuberculosis, Duluth, Minn., Sept. 3, 
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of safety between health and disease, and greater liability of serious 
breakdown than under normal conditions. Most of the so-called ‘‘ae- 
cidents’’ are preventable and the remainder are due to conditions 
which can be recognized at a period when proper treatment may be 
offered without imposing undue risk to mother or child. 

In Minnesota we use the term ‘*‘Maternal Welfare’’ since as obstet- 
ricians we are more directly concerned with the mother, at the same 
time realizing, that concomitantly and as a direct result, we ean and 
do obtain proportionate reduction in fetal mortality. We believe that 
every pregnant woman should receive: (1) Thorough consideration of 
her history, and eareful physical examination as early in pregnancy as 
that condition is suspected. (2) Definite instructions for hygiene and 
proper advice concerning special indications. (3) Periodie examination 
and conference at regular intervals or at the onset of certain symp- 
toms previously explained to her. (4) Examination and arrangements 
made for confinement during the last month of pregnaney. (5) Ade- 
quate care under suitable surroundings at labor. (6) Proper rest and 
care during the puerperium and restoration to complete health before 
discharge. (7) Close cooperation between maternal welfare work on 
the one hand and medical or tuberculosis specialists on the other. 
This we believe offers the great hope of reducing the penalty of mother- 
hood and conserving the newborn. 

(Gireat as is the burden of tuberculosis or maternity individually, 
when the conditions are combined in the same patient, the load is well- 
nigh unbearable. We are all familiar with the aphorism of the French 
quoted by Osler, ‘A woman threatened with tuberculosis may bear the 
first accouchement well, the second with difficulty, a third, never.’’ 
The question may be considered from two standpoints. (1) Tubercu- 
losis as a complication of pregnancy. (2) Pregnancy as a complica- 
tion of tuberculosis. 

The obstetrician is primarily coneerned with the first phase of 
the problem. The preliminary conference and examination during 
pregnaney will place the patient in one of three categories: (1) 
Tuberculous, though hitherto unrecognized; (2) An arrested or cured 
case as judged by the history and physical signs; (3) The great ma- 
jority of normal expectant mothers. For the first two classes careful 
consultation and well considered advice is necessary. For the sup- 
posedly normal women we must remember that pregnancy itself and 
especially the complications thereof together with those of labor and 
the puerperium, lower resistance and prepare the tissues for invasion 
by tuberele bacilli, either as newcomers, or of course most often by 
breaking down the protective encapsulation of a quiescent process. 
Such predisposing complications inelude: (1) Early nausea and vom- 
iting which may easily pass to serious malnutrition. (2) Necessary 


restriction of fresh air and exereise. (3) High grade anemia which 
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is not uncommon. (4) Toxemia and nephritis. (5) Glyeosuria, and 
rarely, diabetes. (6) The effects of labor especially ; hemorrhage with 
its resulting anemia, and sepsis followed by malnutrition. Obstet- 
ricians have come to an appreciation of these risks and it is our earnest 
expectation that more universal attention to maternal welfare during 
and after pregnancy will lead to gratifying results in the prevention 
and early diagnosis of tuberculosis. 

Pregnancy as a complication of tuberculosis is a problem presented 
to the internist and those dealing with incipient forms of the disease. 
Much has been written on this subject and only a few general prop- 
ositions will be here discussed : 

(1) Exeept in advanced forms of tuberculosis, there is nothing in 
the general condition of the patient to preclude the possibility of preg- 
naney. 

(2) It is the most serious complication of the disease which can oe- 
cur, and it is one that may be avoided. The effect is always detrimen- 
tal, involving as it does severe and constant drain on the maternal or- 
ganism and carrying with it the possibilities of toxemia, anemia, and 
infection, any one of which may lead to exacerbation of the disease or 
recurrence of an apparently healed process. Even in cases where tu- 
berculosis is long arrested, the risk of pregnancy can be accepted only 
after careful consideration and then with fear and trembling. 

(3) In outlining hygiene and treatment for a case of tuberculosis 
this question of pregnancy must be frankly discussed and proper ad- 
vice offered. To neglect it is a greater injustice than to allow exercise 
to a febrile patient. In facet, it should be one of the first considerations. 
The answer may be isolation from her husband, the use of contracep- 
tives, or an operation closing the fallopian tubes, depending on indi- 
vidual conditions. 

(4) If however pregnancy occurs in a tuberculous woman it should 
call for prompt consultation with an obstetrician and careful consid- 
eration concerning the proper course. The decision will depend on the 
probable resistance of the mother in relation to the strain of pregnancy 
and labor. In other words it will be entirely a matter of clinieal judg- 
ment, influenced, of course, to a certain extent by the desire of the 
patient. Our first coneern is in the interest of the mother and she 
should not be allowed to jeopardize her life to carry on the pregnaney. 
No matter how great may be the desire for children the risk should be 
permitted only after an appreciation of the danger involved. 

(5) The common advice in the literature is to interrupt the pregnaney 
if the consultation is held during the first few months, sinee this 
adds but little strain and removes the burden of pregnancy and labor. 
In this connection two points are worthy of emphasis: (a) The in- 
terruption should be accomplished at a single surgical procedure; either 


dilatation and curettage, or vaginal hysterotomy, to avoid prolonged 


&30 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


bleeding, infection or puerperal complications. (b) Repeated interrup- 
tions of pregnancy in the same patient are not justifiable. If it be proper 
to terminate one pregnancy in the interest of the mother, it is equally 
proper to prevent the occurrence of another which will carry the same or 
added danger. A preventive operation may be done at the same proce- 
dure as the interruption. 

(6) If the pregnancy has passed the fifth month when the patient 
first comes under observation, the strain of premature labor and puer- 
perium is nearly as great as that at full term and there is but a short 
period and relatively small risk in carrying the fetus to a stage of safe 
viability. It is therefore common to allow such women to go on to full 
term. When this is done there must be the closest cooperation be- 
tween the physician and obstetrician. There must be all hygienie 
and constitutional measures for tuberculosis, conservation of maternal 
energy and prevention of toxemia, conduct of labor in such manner as 
to minimize suffering, prevent loss of blood, and avoid infection. 
Special care during the puerperium is necessary to see that involution 
is prompt and complete. To take the baby from the breast is com- 
monly advised to avoid infection and to conserve the mother’s energy. 

Naturally close cooperation with a pediatrist is necessary. There 
should be no danger to a wet nurse and this method of feedine will 
add materially to the chances of suecess. Even though the patient 
pass through the puerperium with apparent improvement, one must 
not be deceived. She has yet to travel a rough and uncertain path. 


LYCEUM BUILDING. 


OVARY CONTAINING ENDOMETRIUM* 
By CuHarues C. Norris, M.D., Pa. 


PECIMENS of ovaries containing aberrant portions of Miiller’s 
duct are not common and, apart from their infrequeney, are of 
interest because they suggest a possible source for the development of 
some of the neoplasms which may arise in this organ. The presence of 
well-developed and apparently functionating endometrium within the 
ovary is a decided rarity. No extensive search through the literature, 
pertaining to this subject, has been attempted, however, in the study 
of some 7000 gynecologic specimens, no similar histologic anomaly has 
been observed. In 1899 Russell (Russell, W. W., Johns Hopkins Hos- 
pital Bull., Baltimore, 1899, x, p. 8) reported the history of a case al- 
most exactly similar to the author’s, except that, in his specimen the 
opposite ovary was the seat of a cystic carcinoma. Russell’s case is 
admirably worked up and the various theories regarding the origin of 
such specimens are recorded in detail. It is to this excellent paper 
that the writer is indebted for much of the material in this article. 
According to the Valentine-Pfliiger conception the origin of the 
graafian follicle is due to specialized tubules, the Pfliiger’s ducts, formed 
by the germinal epithelium dipping into the substance of the ovary. Nu- 
merous other theories regarding the origin of the graafian follicle have 
been advanced from time to time. Waldeyer believed that the graafian 
follicle originated from nests of cells forming the germinal epithelium, 
these becoming isolated from their fellows by connective tissue penetrat- 
ing the area from below and surrounding them. Waldeyer was the first 
to direct attention to the groove in the germinal epithelium which later 
hecomes the miillerian duct. Nagel pointed out that the germinal 
epithelium at this point contained the so-called sexual eells which are 
the progenitor of the ovules in the female. Ie also demonstrated that 
in the further development of the miillerian duet the primitive duet 
closes at its distal extremity, forming a blunt tube which sinks into 
the wolffian body and pushes baekwards beside the wolffian duet. 
The primitive duct remains entirely independent of the wolffian duet. 
The conelusion drawn is that the epithelium of the miillerian duet is 
derived from the germinal epithelium. If we accept Nagel’s view it is 
not difficult to conceive that the portion of germinal epithelium which 
forms the ovary should, at times, attempt to produce structures, which 
its funetion elsewhere called upon it to do. 


CASE Reporr.—This patient was twenty-eight years of age, married four vears and 
had one child two years ago. The labor and puerperium were normal, Since the 
birth of her child there has been a moderate amount of leucorrhea, especially for 


a few days following the cessation of menstruation, It was usually white, but 
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on one or two occasions had been yellow, The menstruation was regular, oceur- 
ring every 28 days and lasting four or five days. The amount of blood lost was 
normal, There had always been a certain amount of dysmenorrhea of the congestive 
type. The pain came on a day or two before the appearance of the flow and disap- 
peared after the first two or three days of bleeding. In addition to the dysmenorrhea 
there has been, since the birth of her child, more or less distress in the lower abdomen, 
which, on three occasions, had developed into definite attacks of pelvic peritonitis as- 
sociated with nausea, vomiting, pain, constipation and other symptoms indicative of 
this condition. The last of these attacks occurred two months ago. 

Pelvic Exvamination.—Examination showed the uterus retroverted and adherent. 
the ovary on the right side was adherent and tender and the left adnexa were some- 
What enlarged and distinctly tender, A diagnosis of pelvic inflammatory diseases 
was made and operation advised, 

Operation—On opening the abdomen the uterus was found retroverted and ad- 
herent, the tubes had been converted into rather small and = flaecid hydrosalpinges. 
The right ovary, although adherent, was in moderately good condition, The left was 
not only adherent but was the seat of a number of retention cysts. In freeing the 
adnexa on this side the ovary was somewhat torn and it seemed best to remove it. 


A bilateral salpingectomy, left oophorectomy, and suspension of the uterus was per- 


Fig. 1 Low power Section taken longitudinally through the ovary Two or three re 
tention cysts are observed At the junction of the largest cyst and slightly below the cente of 
the ovary is a small flattened cysti¢ space, which a high power view shows is lined by normal 


endometriun 


formed. The appendix was removed as a prophylactic measure, The patient made an 
uneventful recovery, ‘The exse was considered one of ordinary pelvie inflammatory 
disease until the histologic examination of the specimen was made, 

Pathological Report.—The specimen consists of curettings, both tubes, the left 
ovary and appendix from what appears to be a case of mild pelvie inflammatory 
disease. 

Curctlings.—This consists of a moderate amount of, macroscopically, normal en- 
dometrium., 

Right Tube.—tThe tube measures 12.5 em. in length and has been converted into a 
hydrosalpinx, the greatest diameter of which is 1.6 em, through the ampulla, The 
surface of the tube is congested and a number of veil-like adhesions are present. As 
a result of the adhesions the tube is somewhat bent upon itself. On section the walls 
are a little thickened, the lumen is patulous except at the extremities. It contains 
watery fluid. Before opening it is somewhat flaccid. The tube has been removed 
together with a wedge-shaped portion of the uterine cornu containing the intramural 


portion of the oviduct. 
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Left Tube.—This is similar in general character to the corresponding organ on the 
opposite side. It measures 12 em, in length and has a diameter of 2 em. through 
the ampulla, and although flaccid, is perhaps a little firmer than the right tube. 

Left Ovary.—This measures 3x2x1.85 em, It is the seat of three medium-sized 
retention cysts, the largest of which is in the outer pole and has a diameter of 1.2 em. 
The surface shows the usual appearance of the normal tunica albuginea, It is con- 
gested and its anterior surface more or less covered by light adhesions. On section 
nothing further is learned. The rentention cysts aforementioned are evidently follie- 
ular in type. A small and apparently normal corpus luteum is present. Maecro- 
scopically, the ovary resembles an organ, the seat of an ordinary perioophoritis with 
retention cysts, one of which has been torn during the course of its ‘removal, 

Vermiform Appendir.—tThis is 10 em, in length and presents a few adhesions near 
the tip. It is otherwise normal. 

Histologic Description. Curettings.—These present the usual appearance of en- 


dometrium in the interval stage. No evidence of inflammatory reaction is present. 


within the 


Right Tube.—Two sections have been taken, one through the isthmus and the other 
through the ampulla, Both show the usual evidences of a mild chronic inflammation, 
The surface presents a few adhesions. The serosa is slightly thickened, The mus- 
eularis is a little thicker than normal and, here and there, shows an infiltration of 
small round cells, It is perhaps somewhat more fibrinous than normal, The mucosa 
is thickened, the plica are slightly edematous and swollen. Their epithelium is in- 
tact and stains rather poorly, it is of the usual type found in this locality. The 
tips of the plica, in many instances, have become agglutinated, forming pseudoglands, 
The stroma of the plica is infiltrated with the products of chronic inflammation and 
the blood vessels are congested, The lumen of the tube is empty. 

Left Tube.—This is similar in general characteristics to the right. 

Ovary.—A section has heen taken through the length of the organ, The inner pole 
presents nothing abnormal except the changes common to a perioophoritis. The sur- 
face shows a few adhesions. The capsule is slightly thickened. A medium-sized 
follicular eyst is present and a number of primordial follicles are observed, The 
periphery of the organ contains a few groups of small round cells and the blood ves- 
sels are somewhat engorged. A moderate amount of edema is present. The outer 


pole of the ovary shows the same general character as far as the inflammatory re- 
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action is concerned, In this area is the follicular cyst mentioned in the macroscopic 
description. Situated in what has been the inferior aspect of the ovary and in about 
the middle of the organ is a normal corpus luteum, DVetween these is a depression 
or groove in the surface of the ovary which was thought to be due to the junction 
of the corpus luteum and the follicular cyst, At this point the germinal epithelium 
can be easily recognized upon the surface. Just above this groove is a small cystic 
space about 3.5 to 4 mm, in diameter, This is surrounded by a layer of unstriped 
muscle, identical in character to the myometrium, This layer is about 0.5 mm, in 
thickness, the muscle fibers are somewhat loosely arranged and are less well defined 
in the lower or peripheral surface than on the other three sides of the cyst. Situated 
directly upon this layer of musele and growing from it is a layer of tissue morpholog- 
ically identical with the endometrium, This tissue lines the cystic space and is a 
little thicker on the side near the periphery of the organ than upon the other sur- 
faces. The cyst itself contains free blood. The surface of the endometrium is mod- 
erately smooth but is, here and there, thrown up into small elevations. The surface 
as well as the glandular epithelium is moderately high and broad, The nuclei of the 
epithelial cells are oval, extending in the long axis of the cell, They are central or 
basal in location and take the stain deeply. Their protoplasm stains a faint homo- 
geneous red and is slightly increased in amount. The cell outlines are sharp and 
distinct. The glands are of the interval type, as described by Adler and Hitschmann, 
and in many instances can be traced from the surface of the cystic space to the un- 
striped muscle. The lumens of the glands are for the most part empty although, 
here and there, a gland is observed which contains a few red blood corpuscles. The 
stroma corresponds to the interval type. A normal number of blood vessels are pres 
sent in the endometrium and are of the type usually observed in this tissue during 
the interval stage. The cavity of the cyst contains free blood. There is no evidence 
of flattening of the epithelium lining this cavity as might be caused by intracystic 
pressure, This endometrium closely resembles that removed by curettage from the 


uterus in this case and is of the same stage, ie., the interval type, 


The interesting features of this case are that until the specimen was 
subjected to microscopic examination the true histologic character of 
the ovary was unsuspected. In viewing the clinical history it will be 
noted that the patient complained considerably of pain in the region 
of the ovary just before and during menstruation. This might well 
have been due to the inflammatory disease, but for the fact that the 
dysmenorrhea was of long duration, whereas the symptoms of the in- 
flammatory disease appeared after childbirth and had a duration of less 
than two years. It is at least possible that the endometrium in the 
ovary may have contributed to the pain in the same manner as the 
endometrium in the deep muscular layers of a diffuse adenomyoma 
cause these tumors to become tense and painful at the menstrual pe- 
riods. The fact that the endometrium in the ovary was of the same 
stage as that found in the uterus, i.e., interval, also tends somewhat 
towards this view. The presence ef endometrial tissue in an ovary 
opens up new channels for theories of the histogenesis of ovarian 
tumors. Whether or not the opposite ovary contained endometrium is 
not known. However, this patient was seen a year and a half after 
her operation and at that time was without symptoms. 


CHESTNUT AND TWENTY-SECOND STREET. 


REPEATED CESAREAN SECTION*® 
By Tirus, M.D., F.A.C.S., Pirrspureu, Pa.t 


5 vee late effects of cesarean section are of importance from several 
aspects, and subsequent laparotomy for any cause affords an oppor- 
tunity for their study. <A repetition of the cesarean section not only 
permits observations on the general effects of the first section but also 
offers much of interest in itself. 

Both gross and microscopic pathology resulting from the first opera- 
tion may be studied, with all the bearing which this must have on the 
questions of whether one cesarean section necessitates others in subsequent 
pregnancies; whether the high abdominal incision of Davis! is to be 
preferred to the low incision insofar as the relative occurrence of adhe- 
sions is concerned; whether or not a woman should be sterilized after 
two or three operations, and if so on what account; whether or not the 
suprasymphyseal transperitoneal cesarean section (the Frank method 
of performing an extraperitoneal cesarean) which opens the lower 
uterine segment through an oval peritoneal orifice, causes such anatomic 
distortion as to preclude its being employed more than once. The likeli- 
hood of rupture of the uterine scar in subsequent pregnancies may be 
estimated from its appearance, and it should be of interest to know to 
What extent existing pathology is aggravated by repeated operations. 

While it is realized that sixteen cases of repeated cesarean section are 
too few to warrant any definite conclusions, it seemed desirable to place 
on record the observations made while attending these patients, so that 
at some future time they might be compiled with those of others. <A 
brief bibliography of similar work which has been used for reference in 


making this study, is appended.?""! 
DEVELOPMENT OF THE CESAREAN SECTION 


Such extraordinary advance in surgical technic has been made since 
the time of Porro and Singer, that the classical conservative cesarean is 
now a comparatively simple and safe operation. This is especially true 
when, for definite indications, the operation may be performed at an 
appointed time before labor has begun, or at least shortly after its be- 
ginning. Such circumstances are nearly ideal because every precaution 
can be thrown about the patient, such as the avoidance of vaginal exam- 


inations or ill-advised attempts at delivery. 
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[t is unfortunate that, in spite of the development of aseptie surgery, 
the Porro operation still has its place in those cases where the necessity 
for cesarean section has not been recognized until after they have been 
grossly infected by meddlesome obstetrics or other neglect. The indica- 
tions and contraindications for the classical cesarean section, on the one 
hand, and the Porro cesarean section, on the other hand, are so clear-cut 
and well understood that it is not necessary to enter into them in detail 
in this paper. Their fields are quite definite and should not overlap 
to any extent, but until recently there was no middle-ground between the 
two. In consequence of this, it is unquestionable that the limits of safety 
have often been exceeded in doing the classical conservative operation, 
while many uteri have been sacrificed by too great a caution, or fear of 
an infection which did not exist. 

There are, however, many cases which do not fall into either category. 
A woman might have been examined vaginally several times, or it might 
have been desirable to give a patient a prolonged test of labor if her 
pelvis were only moderately contracted, or there might have been one or 
two attempts at the artificial delivery of a patient, all of which would 
increase the likelihood of contamination and infection, even though care- 
fully done. Under such circumstances classical cesarean section is dis- 
tinctly dangerous to a woman, even though the Porro amputation of 
the uterus might not be definitely required. A long list of similar possi- 
bilities and conditions present themselves readily to the mind and make 
this middle-ground a broad field. 

The safety limits of the classical operation have been more sharply 
drawn, and at the same time, the need for the Porro operation has been 
limited by the revival by Frank,'* in 1907 of the old) extraperitonea! 
cesarean section. This operation has been modified extensively since 
that time, but as DeLee" states, all the modifications fall into two classes, 
the transperitoneal and the true extraperitoneal. Nicholson’ points out 
that the term extraperitoneal cesarean section is taken simply to mean 
that the selected portion of the lower uterine segment through which 
the infant is to be delivered has been made extraperitonea| before its 
incision. Nicholson’s review and descriptions of the various modifica- 
tions of this operation are most complete, and for the details of this 
subject special reference may be made to his paper. 

The suprasymphyseal transperitoneal cesarean sections referred to in 
this paper have been done according to the first technic of Frank, or the 
second method described by Sellheim which is virtually the same (vide 
Nicholson). In my cases this type of extraperitoneal cesarean section 
las been chosen whenever contamination, if not aetual infection, was 
suspected. Hither this or the Kroenig-Gellhorn operation is ideal for 
those patients with border-line contraction of the pelvis who have to be 


given a test of labor, and lately I have employed the latter on all patients 
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who have been in labor any considerable length of time, even though no 
vaginal examinations have been made. Morbidity undoubtedly increases 
in direct ratio to the length of time the patient has been in labor before 
eperation, and the extraperitoneal cesarean offers the additional security 
that is necessary in these cases. 

Briefly, then, it may be said that there are three main types of cesarean 
section available for three distinct classes of cases. The classical con- 
servative cesarean section is still the most commonly employed, because 
of the comparative ease and rapidity with which it is performed, and 
also because the fundus of the uterus is the field exposed by this route, 
thus making this region available for any other necessary work such as 
resection of the tubes for sterilization, removal of fibroids, ete. The low, 
or cervical cesarean section of Kroenig and Gellhorn competes with the 
classical, except where it is necessary for the fundus to be exposed, and 
offers much greater security against seepage of lochia into the peri- 
toneal cavity, against postoperative ileus, against adhesions, and 
against rupture of the uterus in subsequent pregnancies. This makes 
possible its employment with less strict limitation than the classical. 

The extraperitoneal cesarean of Frank may be used with considerable 
assurance of safety where infection is merely suspected, or is likely to be 
low-grade in character, whereas, in the presence of actual infection there 
is no question but that the Porro amputation of the uterus should be 
performed. 


REPORTS OF CASES 


The sixteen cases to be presented separate themselves into four main 
groups, or classes, according to the nature of the surgical intervention. 

The first group consists of those patients, ten in number, whose first 
and second operations were the classical cesarean section, and one patient 
who had had two classical sections and was being similarly operated upon 
for the third time. One of the first ten is now pregnant again. The 
second group is made up of three women whose first operation was an 
extraperitoneal cesarean section, whereas the second was a classical. A 
single patient had a classical cesarean section in one pregnancy and an 
extraperitoneal operation in her next labor. Still another patient had 
a classical cesarean section in her first pregnancy, and a rupture of the 
uterus near term in her second pregnancy, for which a supravaginal 
hivsterectomy was done. For the sake of brevity the histories will be 


summarized and only the salient features presented. 
Class I. Repeated classical conservative cesarean section, 


1.—Mrs, M. &8., gravida ii, white, aged twenty-six. Coxalgic pelvis. Meas- 
urements: Intersp. 25 cm.; interer, 25.75 em.; bitroch. 27.5 em.; left oblique 22 em.; 
right oblique 23.5 cm.; ext. conj. 20.5 em.; diag. conj. approximately 11 em.; conj. 


vera 9 em. Right-sided coxitis; right thigh cannot be abducted, the head of the 
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femur being firmly ankylosed; the ileopectineal line bulges into the pelvic cavity on 
the left side; subpubie angle narrow; oblique contraction of pelvic inlet, 

Obstetric history: July 16, 1915. Classical cesarean section at term, after 8 
hours of labor. Low vertical incision; afebrile puerperium; living child. Operation 
was done at another hospital because of which this record is not complete in details. 
Second pregnancy: Second operation, Oct. 25, 1918. Classical cesarean section, 
resection of portion of tubes and stumps buried for sterilization. Operation was 
performed at appointed time, before beginning labor; high incision, 

Findings at operation: Numerous dense adhesions between uterus and abdominal 
wall at site of first operation, which could not be freed; no thinning of sear in 
uterus. Puerperium uneventful except for elevation of temperature to 101 on two 
widely separated days. Living child. 

Final cramination: Dee. 14, 1918, approximately 7 weeks, Uterus poorly involuted 
and palpable above symphysis and to the right. Vaginal examination discloses ad- 
herence between uterus and sear of first operation; fundus drawn to right; no 
thickening of adnexa; cervix closed and high; vaginal canal lengthened by retraction 
upward, 

Case 2.—Mrs, P. C., gravida ii, white, aged twenty-three. Obstetric history: First 
pregnancy, breech presentation, manual extraction of dead baby followed by septi- 
cemia, Measurements: Intersp. 22.5 em.; interer., 24 em.; bitroch. 28:5 em.; ext. 
conj., 17.5 em.; diag. conj. 9 em.; conj. vera 7 to 7.5 em. 

Second pregnancy: First operation; Oct, 24, 1917. Classical e2esarean section at 
term, at appointed time before beginning of labor. High incision; living child; 
afebrile puerperium, Third pregnancy: Second operation ; March 8, 1920. Classical 
cesurean section at term, before beginning of labor. High incision. Findings at 
operation: No adhesions; thiek uterus; sear found with difficulty and excised for 
microscopical examination, Living child, uneventful puerperium, Final examination, 
about 6 weeks: Incision well healed; uterus involuted, retroflexed, but easily brought 
forward; no adhesions; adnexa free, 

CAse 3.—Miss K. H., gravida i, negress, aged twenty. Weasurements: Intersp. 
23.5 em.; interer, 25 em.; bitroch. 29.5 em.; ext. conj. 16.5 em.; diag. conj. 9.5 em. ; 
conj. vern 7.6 (Skutsch) em.; trans, of inlet 11.4 em. (Skutsch); trans. of outlet 

First preguancy: Kirst operation, April PS TOL3. Classical cesarean section at 
appointed time before beginning of labor. High incision; living child; afebrile 
puerperium. Positive Wassermann reaction (treatment). Second pregnancy: May 
12, 1914. Miscarriage at 3 months. Third pregnancy: Second operation; June 21, 
1916. Classical cesarean section at appointed time before beginning of labor. High 
incision. Findings at operation: Few fine omental adhesions; uterus free; sear 
plainly visible, but thick; no thinning of uterus in any part. Living child, unevent- 
ful puerperium, Final eramination: About 3 weeks. Uterus well involuted for 


period of puerperium, anteflexed and freely movable, adnexa free. 


Case 4.—Mrs. W. G., gravida iii, white, aged twenty-two. Obstetric history: 
June 4, 1914; First child born after difficult labor; lived only a few minutes. Pa- 
tient does not know whether delivery was instrumental or spontaneous. Dee, 4, 1915; 
second child, spontaneous delivery after long labor, lived 26 hours. J/easurements: 
Intersp. 25.5 em.; interer. 26 bitroch. 30.5 em.; ext. conj. 17 em.; diag. con). 
9 ¢m.; conj. vera 7 em, 

Third pregnancy: First operation; Dee, 20, 1916. Classical cesarean section at 
appointed time before beginning of labor. High incision; living child; afebrile 
puerperium, 
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Fourth pregnancy: Second operation; May 15, 1919. Classical cesarean section 
at appointed time before beginning of labor, resection of portion of tubes and stumps 
buried to effect sterilization. High incision. Findings at operation: No adhesions; 
thick uterus; sear represented only by thickened peritoneum, Living child; afebrile 
puerperium. J inal examination: At about 5 weeks. Uterus well involuted and 


anteflexed; mobility slightly impaired; apparently no adhesions to fundus; adnexa 
free. 


CASE 5.—Mrs, T. E. R., gravida i, white, aged twenty-three. Measurements: In- 
tersp. 25 em.; interer, 27.5 em.; bitroch, 31 ¢m.; ext. conj. 17.5 em.; diag. conj. 10 
em.; con}. vera 8 em, 

First pregnancy: First operation; Aug. 12, 1917. Classical cesarean section 
after 12 hours of labor without engagement. High incision; living child; mildly 
febril puerperium; small stitch abscess in upper end of incision. Second pregnancy: 
Second operation; March 2, 1920. Classical cesarean section shortly after beginning 
of labor. Definite time had been set but patient went into labor. Findings at oper- 
ation: No adhesions from previous operation, sear difficult to find, but dissected out 
for microscopical examination; uterus thick. Living child; febrile puerperium; tem- 
perature ranging up to 100.8° for two weeks. Small stitch abscess in upper end of 
wound, Final examination: About 8 weeks. May 8, 1920. Incision well healed; 
uterus high, but well involuted; evidently some adhesion formation holding fundus 
high, but apparently without attachment to abdominal wall; fair mobility; adnexa 


free. 


CASE 6.—Miss I. P., gravida i, negress, aged twenty. Measurements: Intersp. 23 
em.; intercr, 26 em.; bitroch. 30 em.; ext. conj. 15 em.; diag. conj. 9 em.; con). 
vera 7 em, First pregnancy: First operation; Jan, 25, 1914, Classical cesarean 
section after test of 81% hours of first stage of labor without fixation of head. MWigh 
incision; living child; afebrile puerperium, Second pregnancy: Second operation; 
Oct. 5, 1916. Classical cesarean section at appointed time before beginning of labor. 
High incision. Findings at operation: Few fine omental adhesions; uterus thick and 


firm. Living child; afebrile puerperium, No note on final examination, 


CasE 7.—Mrs. W. D., 


First pregnancy ended with long labor; high foreeps; baby died on sixth day with 


gravida ii, white, aged thirty-six. Obstetric history: 
symptoms of intracranial hemorrhage. Measurements: Intersp. 22 em.; interer. 
26+ em.; bitroch. 29.5 em.; ext. conj. 19.5 em.; diag. conj, 11 em.; conj. vera 9 em. 
Second pregnancy: First operation; March 29, 1916. Classical cesarean section 
after 4 hours of labor with no tendency toward engagement of the head. Wligh in 
cision; living child; puerperium mildly febrile. Third pregnancy: Second opera- 
tion; July 3, 1919. Classical cesarean section at appointed time before beginning of 
labor; resection of portion of tubes and the stumps buried for sterilization, Findings 
at operation: Loop of small intestine adherent to lower end of abdominal sear, nar- 
rowly escaped injury by virtue of fact that incision was made slightly to right of 
scar rather than directly through it. Adhesion resected and raw surface of bowel 
inverted; uterus thick and sear firm; many omental adhesions. Living child; afebrile 
puerperium, Final eramination: At 5th week. No adhesions apparent; uterus well 
involuted, anteflexed, and freely movable. 


CASE 8.—Mrs. J. A., gravida i, white, aged twenty. Measurements: Intersp. 23 
em.; intercr. 26.25 em.; bitroch. 28 em.; ext. conj. 17 em.; diag. conj. 9 em.; conj. 
vera 7 em. First pregnancy: First operation; Juiy 9, 1917. Classical cesarean 
section shortly after beginning of labor (lateral and anterior overriding of head). 


High incision; living child; afebrile puerperium. Second pregnancy: Second oper- 


| 
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ation; July 5, 1919. Classical cesarean section at appointed time before beginning 
of labor. High incision. Findings at operation: Uterus thick and firm; no thin- 
ning of sear; abdominal cavity free from adhesions, Afebrile puerperium; living 
child. Final eramination: At 4 months. Nov, 24, 1919. Sear in abdomen firm and 
well healed; uterus anteflexed but drawn to left; left tube thickened and tender, 
Patient complained of tenderness and fullness in left flank. Condition sympto- 
matically relieved in ten days’ time by employment of hot vaginal douches, and dis 


continuance of coitus interruptus. 


Case 9.—L. R.; gravida i, white; aged twenty-one, Measurements: Intersp. 26.5 
em.; interer, 27.75 em.; bitroch. 32 em.; ext. conj. 18 em.; diag. conj. 10.5 em.; 
conj. vera 8.5 to Sem. First pregnancy: First operation; July 6, 1918. Classical 
cesarean section after 17 hours of labor without fixation of head. Operation done 
by a colleague who employs low vertical incision, Living child; afebrile puerperium, 
Second pregnancy: Second operation, Nov, 8, 1919. Classical cesarean section at 
appointed time before beginning of labor. High incision, Findings at operation: 
Omentum adherent between uterus and abdominal wall with other adhesions at same 
site. Torsion of uterus and dense adhesions necessitated uterine incision well over 
to left. Sear in uterus not visible on account of adhesions, but apparently not 
thinned. Low grade elevation of temperature (99.5 to 99.8) up to fifth day. On 
this day the elevation went to 101.8, continuing in this neighborhood for nine or ten 
days, then subsiding gradually. Pyelitis was responsible for part of this fever. 
Living child, Final eramination: At 4 weeks. Dee. 4, 1919. Cervix high ; uterus 
well involuted, movable, not tender, and some thickening to the left. Abdominal 
wound well healed, Patient is now pregnant for the third time, but has not yet come 


to operation, 


Case 10.—Mrs. H. W., gravida, v, white, aged twenty-seven. Obstetric histery: 
First pregnancy, 1912; miscarriage at 5 months. Second pregnancy: First opera 
tion; Classienl cesarean section at another hospital after 14 hours of 
labor, Incision half above and half below umbilicus. Character of puerperium 
unknown, Child was puny and died at 9 months of pneumonia. Third pregnancy: 
1916; miscarriage at 3 months. Fourth prequancy: 1917; miscarriage at 3 months. 
Fifth pregnancy: Second operation; Admitted to Western Pennsylvania Hospital 
after having been in labor about 24 hours. Head unengaged. Measurements: In 
tersp. 24.5 em.; interer, 28 em.; bitroch, 30.75 em.; ext. conj. 16.5 em.; diag. con). 
10.75 em.; conj. vern 8.5 em.; trans, of outlet 10 em, Operation: Classical cesarean 
section, Iligh incision. Findings at operation: Sear in uterus visible and fairly 
thick; no abdominal adhesions. Infant was about two weeks premature, apparently 
suffering from atalectasis, and died shortly after birth. Syphilis suspected but not 
confirmed, Moderate postoperative atony of the intestines; febrile puerperium, 
Final eramination: Aug, 20, 1919, Uterus well involuted, anteflexed, freely mo, 
able, and adnexa free. Right ovary somewhat enlarged and tender, Abdominal 
wound well healed. 

Case 11.—Mrs. Hl. M., gravida iv, white, aged thirty-one. Measurements: Intersp. 
23 ¢m.; interer, 25 em.; bitroch. 30.5 em.; ext. conj. 19 em.; diag. conj. 10.25 em.; 
con}. vera S to em.; trans. of outlet 6 subpubie angle very narrow; pelvic 
cavity narrow, funnel-shaped, Obstetric history: First parturition; 1917, in France; 
forceps, deep lacerations, baby badly bruised, lived 14 months, but was sickly from 
birth. Febrile puerperium, with phlebitis. Second pregnancy: First operation; 
1910, in Panama, After an attempt to induce premature labor, at 8 months, by 
packing the cervix; the gauze being left in place for three days, a classical cesarean 


section was performed, Febrile puerperium with phlebitis, Child delivered prema- 
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turely, but survived. Third pregnancy: Second operation; 1915. Patient was 
staying at a popular sanitarium in an Eastern resort in this country, and at about 
the seventh month made plans to return to her home. The house physician decided 
that a cesarean section was necessary immediately ‘because the baby had’ pushed its 
elbow almost through the uterus.’’ Classical cesarean was performed, and the tubes 
were ligated to prevent further pregnancies. The infant died soon after birth, be- 
ing premature. Phlebitis. Fourth pregnancy: Third operation, Patient entered 
Hospital at about the thirty-sixth week of pregnancy, on account of the danger of 
uterine rupture, and because of pain and discomfort in the lower abdomen. May 29, 
I9D1S, a elassical cesarean section was performed two weeks before term, at an 
appointed time, Tubes ligated; small portion excised and stumps buried to prevent 
further pregnancies. Findings at operation: No evidence of ligation of tubes in 
preceding pregnancy, Two distinct scars in uterus; uterine wall thinned out. in 
region of former operations; many adhesions, both dense and fine, over uterine scars; 
lower abdomen filled with adhesions between lower uterine segment and both in- 
testinal and parietal peritoneum, especially on the left side. Living child; acute 
postoperative dilatation of stomach and intestines which required active treatment 
for three days; febrile puerperium; reeovery. Final eramination: At 6 weeks. 
Abdominal incision well healed, uterus fairly well involuted, drawn to left with some 
fixation and considerable tenderness; some thickening on the left; adnexa tender on 
right but without thickening; general condition good, 


Class II. Extraperitoneal cesarean section followed by classical cesarean section. 


CASE 12.—Mrs. M. P., gravida iv, white, Austrian, aged twenty-six. Obstetric 
history: First pregnancy; stillbirth; instrumental delivery of large baby after long 
labor. Second pregnancy: Premature infant (S months); spontaneous delivery; in 
fant lived 16 days. Third pregnancy; parturition at full term, spontaneous delivery 
after long labor, moderate-sized baby which lived 48 hours. Fourth pregnancy: 
First operation; on admission Jan. 12, 1913 patient had been in labor several hours, 
during which time family physician had made several attempts at instrumental de- 
livery and then tried to perform a version, Left mento-anterior variety of a face 
presentation. Head freely movable above the pelvic brim. Fetal heart sounds strong 
and regular, Patient’s temperature 98.8. pulse 114. Measurements: Intersp, 24.5 
em.; interer., 23 em.; bitroch. 28 em.; ext. conj. 16.25 ¢m.; diag. eonj, 8 em.; con). 
vera 6 ¢m.; trans. of outlet 7.5 em, Rachitie bony frame; square forehead; bowed 
legs; funnel-shaped chest. Operation: Extraperitoneal cesarean section (transperi- 
toneal method of Frank), gauze drainage. Febrile puerperium for eight days; culture 
from cervix showed streptococci; deep infection of wound; recovery, Child in good 
condition on delivery. A forceps wound on the cheek developed into a gangrenous 
slough and the child died on the seventeenth day. Fifth pregnancy: Second opera- 
tion; April 15, 1914; about three weeks before term patient applied for admission 
to the Western Pennsylvania Hospital because of fairly free bleeding, examination 
disclosed a central placenta previa, Classical cesarean section performed immediately, 
High incision. Findings at operation:  Aldominal cavity free from adhesions. 
Careful exploration of lower abdominal cavity showed no definite pathology, The 
line of reflexion of the peritoneum which had been made by the operation into a 
utero-parietal fold, was well up on the lower portion of the anterior surface of the 
uterus. This fold represented the peritoneal suture-line of the operation and ex- 
tended well over into either flank, being almost ligamentous in formation, There 
was some density below its middle point, but there were no irregular masses, The 
bladder could not be palpated, the point of reflexion being highest just above the 


bladder region. Febrile puerperium beginning on the fourth day, continuing so for 
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nine days. Evidence of lighting up of old infection with some induration beneath 
sear of extraperitoneal operation. Considerable postoperative atony of bowels. 
Probably some pelvie peritonitis. Living child. Lxamination on discharge: About 
t weeks. Vaginal walls relaxed, cervix bears old lacerations; uterus poorly in- 
voluted, straight and high; fundus movable. Lower uterine segment adherent in 


region of first operation, 


Case 13.—-Mrs. M. H. B., gravida i, white, aged thirty-five. First pregnancy: 
First operation ; admitted March 20, 1916, after unsuccessful application of forceps 
and attempt at delivery by family physician at home, Measurements: Intersp. 26 
em.; interer, 29 em.; bitroch. 30 em.; ext. conj, 18.5 em.; diag. conj. 10 ¢m.; conj. 
vera 8 em. Subpubie angle narrow; promontory of sacrum easily reached. Well 
marked lower uterine segment, Bandl’s ring half-way to naval. Right position; head 
flexed, freely movable; lateral and anterior over-riding; fetal heart sounds 150 and 
of good quality. Vaginal eramination: Marked edema of vulva and anterior 
vaginal wall, os about two to three inches in diameter; large caput succedaneum; un- 
fixed head, Maternal pulse 112; temperature 98.8. Operation: Iixtraperitoneal 
cesarean section (transperitoneal method of Frank); living infant in blue asphyxia, 
but easily resuscitated. Gauze drainage through abdominal wound; suppuration of 
drainage wound (B, coli communis, stre ptococci and staphylococci). Lxamination on 
discharge: April 15, 1916, Uterus well involuted and movable; organ fairly low in 
pelvis but attached in lower segment. Cervix admits tip of finger; adnexa free; 
some thickening in abdominal wall at site of incision (transverse Pfannenstiel). 
Second pregnancy: Second operation; June 13, 1918, Classical cesarean section at 
appointed time, near term but before beginning of labor, JLligh incision. . Findings at 
operation: The abdominal eavity was free from adhesions. The line of reflexion of 
the parietal peritoneum from the surface of the uterus was high; the area over the 
bladder being fairly firm. The peritoneal fold formed by the suture-line extended 
well out into the flank on either side. No evidence of peritonitis having followed 
the first operation. Afebrile puerperium; living child. Lavamination on discharge: 
At 3 wecks, June 22, 1918, Uterus well involuted for this period of the puerpe 
rium; anteflexed; fundus freely movable; adnexa free; some fixation of lower uterine 


segment; no adherence of fundus to upper abdominal wound, 


14.—Mrs. gravida iv; white; aged twenty-seven. Obstetric history: 
First pregnoncy; miscarriage at 3 months. Second pregnancy; May 7, 1913, forceps 
delivery after difficult labor, living child. Third pregnancy; Sept. 27, 1914, forceps 
delivery after long labor, living child. /’ourth pregnancy: First operation; patient 
admitted to Hospital Oct. 6, 1916, after a diagnosis of face presentation. Forceps 
had been attempted in the patient’s home, after which her physician tried to perform 
an internal podalie version, Both attempts failed, and upon admission the face was 
still presenting, with the chin posterior and impacted into the pelvie brim with a 
large caput succedaneum formation. Cervix almost completely dilated but not re 
tracted, with edematous lips. Condition of both mother and fetus was good. Meas 
urements: Intersp. 28.5 em.; interer. 30 em.; bitroch. 33.5.; ext. conj. 19 em.; 
diag. conj. 10 em.; conj. vera 8 em. Operation: Extraperitoneal cesarean section 
(transperitoneal method of Frank). Gauze drainage. Living child. Febrile puerpe 
rium for six days. No reeord of final examination, Fifth pregnancy: Second oper- 
ation; Dee. 14, 1918. Fetus in oblique presentation; head lower left quadrant ; 
patient near term but not in labor. Classical cesarean section by high incision, por 
tion of tubes excised and stumps buried for sterilization. Findings at operation: 
The findings in the lower part of the abdominal cavity were practically tle same in 


this patient as in those of the two preceding cases. There was no evidence of 


| 
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peritonitis having followed the operation, or was there any great anatomic distortion 
except for the high peritoneal reflexion from off the surface of the uterus at about 
the junction of the upper and lower uterine segments. The site of the incision into 
the lower uterine segment was dense and firm, Living infant; afebrile puerperium; 
patient discharged on seventeenth day. Examination on discharge: Dee. 31, 1919. 
Cervix high; vagina lengthened; uterus still large. Fundus to right and mobility 


restricted. Some fixation of the uterus to the lower end of the last incision. 


Class Ill. Classical followed by extraperitoneal cesarean section, 


Case 15.—Mrs. P. P.; gravida vii; white; Polish; aged thirty-one. Obstetric 
history: First parturition; craniotomy on dead infant; second labor, decapitation ; 
third pregnancy, miscarriage; fourth gestation, decapitation; fifth labor, decapita- 
tion; sixth parturition, brow presentation, forceps, died soon after birth. Details of 
these events were difficult to obtain on account of patient’s imperfect knowledge of 
English. Seventh pregnancy: First operation; admitted to the Western Pennsyl- 
vania Hospital July 21, 1911, after having been several hours in labor. The record 
of this case is incomplete, but a classical cesarean section was done through a low 
incision by the then obstetrician of this Hospital. The baby was deeply asphyxiated, 
but resuscitated and did well for 36 hours, after which it began to fail and died on 
the third day. Febrile puerperium. Lighth pregnancy: Second operation; June 
21, 1915. Patient sent to Hospital by a doetor who had applied forceps both before 
and after consultation with two other physicians. Fetal heart sounds about 170, 
slightly irregular and of only fair quality, becoming slowed at times. L, O. A. of 
vertex, head partly deflected, freely movable above brim. Measurements: Intersp. 
30 em.; intercr. 31 em.; bitroch. 32.5 em.; ext. conj. 17 em.; diag. conj. 8.5 to 9 em.; 
conj. vera 6.5 to 7 em.; Trans. of outlet 8 em. Operation: FEixtraperitoneal cesarean 
section (transperitoneal method of Frank); stillborn infant, gauze drainage, Febrile 
puerperium for five days with slight suppuration of wound which disappeared 
promptly. Culture from cervix showed gram negative bacilli, while the incision 
showed gram positive cocci. Examination on discharge: About 3 weeks. Pelvic 
floor relaxed; stellate laceration of cervix; uterus fairly well involuted, in midposi- 
tion, adherent near lower segment to anterior abdominal wall, tender, movable, no 
masses. Patient refused further attention, having become suspicious of our pro- 
fession! “The fundus of the uterus was not exposed in doing the extraperitoneal 
operation so that no conclusions can be drawn from this case regarding any pathology 


which may have existed as a result of the first operation. 
Class IV. Classienl ecsarean section followed by rupture of the uterus. 


CASE 16.—Mrs. M. H. C., gravida i, white, aged thirty-three. Measurements: In- 
tersp. 24.5 em.; interer. 28 em.; bitroch, 33 em.; ext. conj. 18.5 em.; diag. conj. 10 
em.; conj. vera 8 em. Admitted to Hospital early in March 1917, for pre eclamptic 
toxemia. Fairly rapid improvement under treatment. First pregnancy: First oper- 
ation: March 28, 1917. Classical cesarean section after 11144 hours of labor without 
engagement of the head, High incision. Vaginal examination had shown cervix to 
be 21% inches in diameter. Child living. Patient nauseated and vomiting, definite 
postoperative ileus by evening. Complete relief from acute condition within 48 
hours after delivery following appropriate treatment. Puerperium mildly febrile. 
Final eramination: May 10, 1917. Abdominal wound well healed, uterus fairly 
well involuted, anteflexed, freely movable, adnexa free. Second pregnancy:  Fsti- 
mated date of confinement in this pregnancy about June 18, 1918. Pregnaney with- 
out abnormality until June 2, 1918, At 3 A.M. on this date, patient was awakened 


by a sudden sharp pain in abdomen, accompanied by excessive fetal movements 


| 
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which soon ceased entirely. Constant pain followed. No bleeding. Patient did not 
enter Hospital until noon, this being nine hours after onset, and was transported 
several miles from a nearby town, in an ambulance. Exsamination: Abdomen flat, 
very tender, fetal parts near surface and readily palpated, no movements or fetal 
heart sounds. Fluid dullness in flanks shifting with change in position of patient. 
Pulse 96, some pallor, leucocytes 16,000, red corpuscles 5,000,000, hemoglobin 80, 


urine negative. Operation: A diagnosis of ruptured uterus with extrusion of fetus 


into the abdominal eavity was confirmed by operation. Infant, placenta, and con- 


siderable blood mixed with amniotie fluid were found in the abdomen, while the 


uterus had contracted down so tightly as to shut off the bleeding points in the rent 


through which the utering contents had escaped, The rupture was about two and 


one-half inches in length in the anterior wall of the uterus at the site of the cesarean 


section. Supravaginal hysterectomy was done, although the rent in the uterus could 


have been repaired, It was felt that this was the safest procedure rather than to 
submit this patient to a similar risk if she became pregnant again, The patient was 
returned to bed in exeellent condition, Febrile puerperium for four days. The 
uterus showed no increase in fibrous tissue in the sections from the edges of the 
rent. It seems conclusive that the uterine 


have been thin, because the rupture ineluded the entire sear and occurred while the 


patient was quictly resting, rather than exerting herself. This 


wound had not united properly, and must 


would indieate that 
this pregnancy had stretched the wenk sear to the point where it could withstand 


no more tension, Hramination on discharge: Stump movable, few posterior adhe 


sions, pelvis free from General condition cood, 


ANALYSIS OF CASES 


Indications for Operation—The invariable indication for operation in 
the cases reported, was dystocia due to contracted pelvis, so that the sub- 
sequent operation was as necessary as the first. The degree of contrac- 
tion was moderate, or ‘‘borderline’’ in seven patients (six from Class | 
and one from Class IV), on whieh account these women were deliberately 
allowed to vO into labor before their first cesarean section, in the hope 
that a few hours of first stage pains would either mould the head into 
the pelvis, or at least, that cnough of a tendency toward engagement 
would be apparent to warrant a further test of labor. 

Time of Operation.—Three women had their first operation done at an 
appointed time, before the beginning of labor; while a fourth, for whom 
this was planned, was operated upon shortly after the commencement of 
her labor. Reoperation was done at an appointed time, before the be- 
ginning of labor, in nine patients, shortly after the beginning of labor 
for one patient, and one other patient failed to enter the Hospital for 
her second cesarean until after she had been in labor for about twenty- 
four hours. 


Mortality.—Nil. Eleven children were born alive by a first operation 
on my service. One that was delivered by extraperitoneal cesarean 
section after attempts had been made at instrumentation outside the 
Hospital, developed a gangrenous slough from a forceps wound on its 
cheek and died on the seventeenth day. 


At reoperation, thirteen children were born alive, and survived. One 
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child died a few hours after birth (Case 10, a classical cesarean section), 
one child was stillborn (Case 15, an extraperitoneal cesarean section), 
and the child of Case 16, which was extruded into the abdominal cavity 
through a rent in the uterine wall, was stillborn. 

Morbidity.—In studying the character of convalescence from cesarean 
section, the first ten cases of Class I may be compared with each other. 
3efore their first operation six of these women were given a ‘‘test of 
labor’’ ranging from four to seventeen hours. Two of these women had 
a febrile convalescence ; three of them were without fever, and the char- 
acter of the puerperium of the other is not known. Four women of 
Class I, whose operations were done at an appointed time, made un- 
eventful recoveries. 

At reoperation nine of the original ten women were taken before their 
labor had begun, and one of them came into the Hospital after having 
been in labor 24 hours. Seven of the nine cases recovered without diffi- 
culty, while the last woman mentioned, as well as two others, had a 
febrile convalescence. One of them had a stitch abscess which accounts 
for at least part of her trouble, while the other was a patient whose first 
puerperium was afebrile but who had, nevertheless, a ntass of adhesions 
between the uterus and the abdominal scar of a low incision. 

Case 11 who had had two classical cesareans before the one reported 
here, was infected at each parturition, had an abdomen filled with ad- 
hesions, and there resulted either a reinfection or a lighting up of old 
infection of her last operation. A similar experience occurred with the 
patient (Case 12) who had had an extraperitoneal cesarean section 
followed by a stormy convalescence, to return in her next pregnancy 
with a central placenta previa. After reoperation there was evidence 
of a lighting up of the old infection with cellulitis beneath the original 
sear. It should be noted in this connection, however, that the other two 
cases in Class IL (extraperitoneal followed by classical cesarean) made 
afebrile recoveries from the second operation in spite of the fact that 
there had been considerable local disturbance at the first. 

The danger resulting from a ‘‘test of labor’? and even a mild infection 
is emphasized by the patient (Case 16) who was allowed to be in labor 
1114 hours, during which time | made a vaginal examination. Following 
a Classical cesarean section, this patient’s puerperium was mildly febrile. 
She had, also, moderate postoperative ileus for the first two or three 
days which, probably, indicates that she had some peritonitis. Late in 
her next pregnancy her uterus ruptured through the sear of the first 
operation. 

Findings at Operation.—(1) Adhesions: It was found at reoperation 
that six of the eleven patients making up Class | had abdominal adhe- 
sions. In two of these patients, the adhesions were fine and insignificant, 


whereas in one woman a loop of small intestine was attached to the 
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abdominal wall at the lower end of the scar. The remaining three women 
showed dense adhesions in the lower abdomen which were so located that 
they appeared to have resulted from the low abdominal incision which 
had been employed for their first operation. Two of the six had a febrile 
puerperium, and four of the six were given the ‘‘test of labor.’’ On the 
other hand, one patient whose puerperium was febrile showed no adhe- 
sions. One case was particularly striking, in that a low incision had 
been employed and the patient made an afebrile recovery. At reopera- 
tion it was found that a mass of dense adhesions had formed between 
the uterine wound and the abdominal wound of the first operation. The 
adhesions could not be separated and a fresh incision was made into the 
uterus. The patient’s puerperium following this operation, however, 
was stormy with elevation of temperature for days. 

(2) Sear in uterus: The uterine sear was thick and plainly visible in 
six instances; found with difficulty in three; not visible on aecount of 
dense adhesions in one; and markedly thinned in one (Case 11). In one 
case it ruptured late in pregnaney. Microscopic examination of three 
sears, including that of the ruptured uterus, showed an increase in fibrous 
tissue in only one instance. There was no increase in fibrous tissue in 
the ruptured uterus, the sear having undergone muscular regeneration. 
Reference should be made here to the exhaustive work of Losee’’ in 
connection with the anatomic study of the cesarean section sear. 

(3) Anatomic distortion after extraperitoneal cesarean section: The 
anatomic findings in these cases have been deseribed in the case histories. 
I believe it would have been possible to have done another extraperitoneal 
cesarean section, in each case, through the sear of the first operation, 
probably without opening the peritoneal cavity. Great care would have 
been necessary, however, to safeguard the bladder. 

A conclusion may be drawn from the three extraperitoneal operations 
described that this is the operation of choice when infection or contam- 
ination is suspected. The risk taken in not doing a Porro operation for 
each one of these scars, was greater, possibly, than it should have been, 
but the results obtained were satisfactory. Furthermore, a number of 
cases similar to these have done well in this clinie after extraperitoneal 
cesarean section. If infection is plainly evident, or a certainty at the 
time of operation, there is no question but that a Porro operation is 
imperative. 

Sterilization of patient.—Sterilization has never been performed in 
this clinie at the first cesarean section, unless this method of delivery 
was chosen for the express purpose of accomplishing this on account of 
some such condition as kidney of pregnancy. Four of the sixteen patients 
were sterilized; three after the second and one after the third cesarean 
section. This was done by request for three of the women, whereas, it 


was advised for the fourth (Case 11). In retrospect; it may be said 
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that of the three, Case 1, required it most on account of adhesions; Case 4 
deserved it because this was her fourth pregnancy, her second cesarean, 
and second living child. Case 7 did not actually require sterilization 
but earnestly desired it. She is the patient in whom the intestine was 
adherent to the abdominal wall and narrowly escaped being injured by 
the incision for the second cesarean section. It is a well-known fact 
that sterilization cannot be assured unless a small portion of each tube is 
excised, it being well to use the cautery for this purpose, after which the 
uterine end should be buried beneath the folds of the broad ligament. 
Mere ligation is not sufficient and this is well illustrated by the results 
following the ligation of the tubes of Case 11 at her second eesarean 
section. Nothing could be seen at her third operation which would indi- 
cate that the tubes had been tied off, and she was sterilized by proceeding 
in the manner described above. 

Findings at Discharge Examimation.—\ ive of the eleven patients listed 
in Class | showed evidence of impaired mobility and adhesion formation 
when examined for discharge. Three of the five cases were patients in 
whom this was to be expected, inasmuch as there had been adhesions re- 
sulting from their first operation according to the findings at reoperation. 
Two of them had been found free from this condition, so that the diffi- 
culty discovered at their final examination must date from their second 
operation. 


SUMMARY 


1. The method of cesarean section to be employed in a given case de- 
pends upon the conditions and circumstances surrounding the case. The 
choice may be made between the classical conservative cesarean, the low 
cervieal cesarean of Kroenig-Gellhorn, the extraperitoneal cesarean of 
Frank, and the Porro cesarean section, 

2. Good results follow the performance of cesarean section either be- 
fore labor has be@un, or scon after its commencement. 

53. Repeated cesarean section is a comparatively safe operation if done 
under proper circumstances, both maternal and fetal mortality being 
low. 

4. There seems to be a definite relationship between the occurrence of 
fever during the puerperium and the formation of abdominal adhesions. 

5. ** Test of labor’’ is often followed by a febrile puerperium. 

6. Adhesion formation between the uterus and the abdominal wound 
occurred in each of the three cases in this series in whom the low abdom- 
inal incision was employed. Results in this respect from the high in- 
cision of Davis for classical cesarean section are greatly superior. 

7. Careful coaptation of the edges of the uterine wound, from the 
endometrium out, will, in the absence of infection, insure a firm, thick 
union, in which there is a tendency to muscle regeneration. 
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8. Rupture of the uterus is a possibility in each repeated pregnancy, 
but is unusual unless there has been infection in the puerperium of a 
preceding pregnancy. 

9. Extraperitoneal cesarean section is the operation of choice when 
contamination or infection is suspected. The anatomic distortion fol- 
lowing this operation is not great, although quite definite. 

10. Sterilization of a patient is inadvisable at the first cesarean section 
unless some special reason exists for it. 

11. Sterilization after repeated cesarean section must depend upon 
the needs, pathologic and otherwise, of the individual case. 

12. Mere ligation of the tubes is not sufficient for sterilization. A 


portion should be resected and the stumps buried to insure success. 
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OPPORTUNITIES FOR THE STUDY OF ADVANCED 
OBSTETRICS* 


By A. M. M.D., INDIANAPOLIS, IND. 


— the past decade much has been said and written relative 
to the teaching of undergraduate obstetries and considerable 
progress has been made, but there has been little or no progress in 
the teaching of postgraduate obstetrics and the opportunities for 
the pursuit of advanced obstetrics have not been appreciably bettered. 

The only apology for bringing out this paper is that the author has 
recently gone through the personal experience of trying to find op- 
portunities of this kind and has been approached many times within 
the last few years by men seeking information as to where they 
might be able to make a deeper study into the intricacies of obstetrics. 
Ile has always been confronted with the one outstanding fact that 
the opportunities are exceedingly few and correspondingly difficult 
to obtain. 

In approaching this subject I desire to arbitrarily divide the study of 
obstetrics into four general periods,—undergraduate obstetrics, junior 
obstetrics, senior obstetrics, and postgraduate obstetrics. This division 
is made purely for the sake of convenience in discussing the subject 
and with the full knowledge that there can be no absolute dividing 
lines but that one period merges imperceptibly into the other and 
that postgraduate obstetrics may be pursued at any time after the com- 
pletion of the ordinary undergraduate course. 

Some eight years ago Williams, of Baltimore, in writing on the mid- 
wife problem! rather boldly exposed some serious defects in the ob- 
stetrics of this country and two years later gave us a sad revelation 
of facts regarding our undergraduate instruetion in. obstetries.” 

Until the last few years it has been exceedingly difficult to place 
the department of obstetries in our medical schools on the high plane 
it deserves. This has been partly due to the fact that the medical 
profession has been slow in its appreciation of obstetric¢s as a specialty, 
and partly due to the inability to secure and finance a large maternity 
to supply clinical material sufficient for a thorough course. However, 
these obstacles are rapidly being overcome so that at present a number 
of our medical schools have large maternities with indoor and out- 
door departments extensive enough to furnish clinical material for very 
satisfactory undergraduate study. The doctor graduating from such a 
school should have at least sufficient knowledge of obstetries to recog- 


nize his own limitations and be cognizant of when he should eall in 
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superior skill. As conditions now exist it remains a fact that a great 
many deliveries will continue to be made by the general practitioner 
and while it is just as obvious that we cannot make of him an obstetri- 
cian as it is that he gannot be a surgeon, our present hope should be 
that he be sufficiently trained in obstetrics to promptly recognize ab- 
normalities and just as promptly refer the ease to his especially trained 
colleague. When this day arrives, obstetrics will have taken long 
strides forward and the accidents, injuries, and deaths resulting 
from pregnancy, labor, and the puerperium will be greatly reduced. 

The next step in the study of this subject might be called ‘‘junior 
obstetrics,’’? or the training that is obtained by the hospital interne 
on obstetrie service. Most of our general hospitals which maintain an 
obstetrical department furnish some opportunity to their internes to 
advance their knowledge in obstetries but often this is quite insuffi- 
cient in time and elinical material for a great amount of training. 
In contrast to this we now fortunately have a large number of high 
class maternities where one can secure an appointment as interne for 
three, four or six months and really get a most valuable training in 
obstetries. Usually these services are divided into indoor and out- 
door periods of about equal duration so that excellent training is se- 
cured in the handling of normal cases and opportunities offered to 
diagnose and recognize the abnormal ones. And the progressive student 
will here do a large amount of reading and reference work and thereby 
add materially to his knowledge of the theory of obstetries. 

It is exceedingly unfortunate that the average individual is so con- 
stituted that he rushes through his study of a normal case and longs to 
he permitted to handle the abnormal, all the time failing to realize 
that only in the examination and handling of large numbers of normal 
cases can he beeome skillful. 

The ability to make a thorough and accurate antepartum examina- 
tion can only be developed by a large amount of practical experience 
but the man who conscientiously applies himself to one of these junior 
courses in obstetries and then goes out to do the obstetrie work ac- 
companying general practice will greatly surpass in skill and success 
his fellow practitioner who has been denied such a course. And such 
a man has approached the stage in the study of obstetrics where he 
finds it difficult to go further. One thing he can usually do is to dupli- 
cate his course in junior obstetrics and usually to a very distinet ad- 
vantage if he desires to continue obstetrics as a specialty. 

He is still in the stage where he needs to continue in large numbers 
of antepartum examinations, and in attendance upon normal eases 
until he has grown materially in his ability to recognize the case which 
is not normal. He will, no doubt, have seen many eases go on to 
spontaneous normal delivery which he at first thought were very un- 
likely to do so and with this experience it is to be hoped his furor 


operandi will have been checked and dampered. During this pe- 
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riod he should be a good listener and observer and wateh the progress 
and conduct of the abnormal cases and do an abundance of reading. 

Then comes the question which has stimulated the writing of this 
paper: Where may he pursue the subject further? He has reached 
the stage where he needs the opportunity to see and examine and 
diagnose, as well as to at least assist in the handling of a large number 
of abnormal cases, and this can be obtained in no place other than a 
large maternity. Ile should have under his close and continued super- 
vision many abnormal cases and be able to follow them through their 
lving-in period and should also have a wide experience in early and 
late postpartum examination in order to familiarize himself with the 
results of childbirth upon the woman. 

The very nature of obstetrical abnormalities is such as to almost 
preclude the possibility of a man becoming an efficient obstetrician 
merely by assisting even the highest class man in his private practice. 
The usual private practice, though it be quite extensive, does not in- 
clude a sufficient number of abnormal cases to offer the best training. 

Ifence it becomes necessary to secure a connection with one of our 
large maternities and ina position which might be called senior resident 
or house surgeon, but the difficulty is that there are so few of these 
positions and so many applicants for them that many excellent men 
are turned away. 

The author, in making a survey of the subject up to date, has written 
to most of the leading maternities in the country or visited them in 
order to determine definitely just what opportunities are available, 
and desires to mention a few of them and to show what is being done 
to better the situation. 

New York City seems to head the list, as there we have the New 
York Lying-In, The Long Island College Hospital, The Manhattan 
Maternity, and the Sloane Hospital for Women. At the New York 
Lying-In there are two indoor house surgeons and this service is excel- 
lent. The appointment is usually given only to men of considerable pre- 
vious surgical and obstetrical training and but rarely to one who has not 
had considerable previous service in the indoor and outdoor depart- 
ments of that hospital. 

The Long Island College Hospital has one resident in obstetrics and 
this is a most desirable position. Likewise the Sloane offers very good 
training to one or two men a year in advanced obstetries. The Man- 
hattan Maternity with its large facilities as yet offers very little 
more than an interneship. Dr. DeLee informs me that the Chicago 
Lying-In has positions as resident physician open to two men each 
vear and no doubt this will be a valuable service at least when the hos- 
pital becomes a charity institution as the indications are that it will 
soon. In this connection should be mentioned the service of the Johns 
Ifopkins Hospital where there is an abundance of material also. The 


Committee on Medical Research of New York City has just formulated 
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plans for teaching advanced obstetrics. They will soon be able to 
handle four men each year, and as the appointments will be made 
only to men who have had considerable previous training in obstetries, 
this is going to be a very distinet addition to our facilities. On the 
maternity service at the University of Pennsylvania there has just 
heen added a year’s residency, and with the vast amount of clinical 
material and teaching facilities there, this offers a valuable service. 

Likewise in connection with the postgraduate school of the Univer- 
sity of Pennsylvania, starting this vear there will be given a rather 
comprehensive course in gynecology and obstetrics. Provided this 
offers a large amount of practical work, it should be a marked step 
forward, as it is something distinctly more than the usual so-called 
postgraduate course. 

And this leads me to my fourth division in the study of obstetrics 
namely, postgraduate obstetries. Up to date there has been but little 
offered of real value in postgraduate instruction in obstetrics. There 
are a large number of places where such courses are offered and the 
only requirement for admission is usually the fee. They consist, for 
the most part, in a rather unsystematized course of lectures and elini¢s 
with little or no praetical work, and are of value chiefly as a review. 
The man who knows a little obstetrics may at times pick up a few 
valuable points and the general practitioner may be able to learn 
ofa few of the advances being made in the subject and sometimes takes 
the information back with a little profit to his patients. But beyond 
the possibility of a short review of obstetrics he has obtained little 
more than a rest from his practice. 

The postgraduate courses in some branches of medicine are of a little 
more value than this, but in giving proper credit to this method of 
teaching advanced obstetries, the author desires to quote from the 
recent address of the retiring president of the Clinical Congress of 
Surgeons of North America and in doing so to assert that what is 
said in this address on postgraduate work in general applies espe- 
Clally to obstetries. 

In this article Dr. John Clark, of Philadelphia,* in speaking of the 
‘conditions ereated at the close of the war whereby many physicians 
are looking for new fields, says that ‘‘to such men we should be pre- 
pared to offer ample facilities for postgraduate study, not of the old 
commercial type, such as our schools have been guilty of purveying 
in the past, but a full and comprehensive training of sufficient leneth 
to lead to a master’s degree. The wretched postgraduate instruction 
of past vears should be cast into the discard and courses should be ar- 
ranged of such essential value that upon their completion by a student, 
his diploma, or certificate, will be a real and trustworthy evidence of 
his ability to practice in that special branch. The six weeks’ or even 
the six months’ course of previous years was little less than a ‘‘buneco”’ 


game, in which the postgraduate student was given a smattering imi- 
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tation of knowledge, and he in turn went into practice delivering the 
same deceptive article to his patients. It has been said that the pa- 
tient who pays five or ten dollars as an obstetrie charge is usually 
cheated, so likewise is the postgraduate cheated who takes a six weeks’ 
postgraduate course, be his tuition fee small or large.’’ 

It is most deplorable to find that so many men who have ‘‘had a 
large obstetrical practice’’ in connection with a general practice go 
to some one of these commercial institutions, enroll, pay their tuition 
fees, sit on the benches a few weeks and go back home to do ‘‘obstet- 
rics as a specialty’’. And this condition cannot be improved upon 
greatly until a few more opportunities for studying advanced ob- 
stetrics have been created similar to the few mentioned here. When 
the situation is gone over conscientiously, it is evident that only some 
eight or ten vacancies occur each year where really worth while work 


can be done and one must be fortunate enough to be one of the eight 


or ten selected or he is without a place to pursue his chosen work. 

In closing it should be said that a ray of light is shed by the efforts 
heing made in New York City by the Committee on Medical Re- 
search, also, though in a more embryonal stage, by the University of 
Pennsylvania. If these or other similar movements backed by the lead- 
ers in the profession of the city as these are backed ean secure suffi- 
cient financial support to conduct large indoor and outdoor maternity 
departments then in addition will give the proper amount of time in 
actual teaching, they will grow rapidly and may soon offer many in 
creased opportunities to the man desiring to go into obstetrics as a 
specialty. 

The proposed movement in New York City is very comprehensive 
and earries with it the idea of sending their students around from 
elinie to clinie and thereby offers a distinct innovation which seems 
to be very promising. But there still remains a number of rather 
large maternities where it seems that a position of senior resident 
could be created with distinct advantage to the profession and to the 
credit of the institution and to the improvement of the care of the 
patients. 

The country is now all too well supplied with places to see and 
listen, but the man in taking up advanced obstetrics, just as the man 
going into surgery, must have an opportunity to do some of the work 
himself. And until there is a very distinct increase in the number 
of opportunities to study higher obstetrics, we will still be met with 
large numbers of very poorly trained men who eall themselves ob- 
stetricians. 
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CHOLECYSTOGASTROSTOMY AND CILOLECYSTODUO- 
DENOSTOMY*# 


By W. Wayne Bascock, M.D., Pa. 


72 internal drainage of the gall bladder by an anastomotic opera- 

tion between the gall bladder and intestine was first performed by 
Winiwarter as a two-stage operation, the first successful cholecysto- 
duodenostomy being eredited to Terrier. With the introduction of the 
Murphy button in 1892, the operation acquired a transient popularity, 
the anastomosis being made to the stomach, duodenum, small intestine, or 
colon as was found convenient by the operator. Ill effects from technical 
errors and indiseriminate methods of anastomosis were observed and 
for many years the method has received comparatively little attention 
from surgeons. It is our impression that with the present development 
of satisfactory methods of intraabdominal anastomosis by suture, the 
operation has advantages that should give it a very prominent place in 
biliary surgery. Each year many reoperations are made necessary, many 
lives lost, because the surgeon in operating on the biliary system has not 
efficiently provided for the drainage of bile into the alimentary tract. 
The chief danger, that of an aseending infection of the biliary tract, is 
probably not very much greater after a well performed anastomosis 
than after a choleeystostomy. In about 130 anastomoses of the gall 
bladder performed by my associates and myself during the past four 
years, we have seen no case of secondary ascending infection of the bil- 
lary system. 

Apart from the value of the anastomosis in the treatment of diseases 
of the biliary system, we wish to direct attention to the possible helpful 
influence of these drainage operations upon certain disorders of the stom- 
ach and upper intestines. Contrary to conventional opinion, bile is a 
normal fluid in the stomach and plays an important but poorly recog- 
nized part in gastrie digestion. Its entrance into the stomach does 
not produce nausea or discomfort, but is associated with the cessation 
of gastrie digestion and the arrest of motor activity of the stomach. Thus 
at the completion of each period of gastric digestion the pylorus nor- 
mally relaxes, bile flows into the stomach and neutralizes and perma- 
nently arrests the activity of the acid pepsin in the chyme. The antrum 
of the stomach which has felt the brunt of the irritation of gastrie di- 
gestion is coated with a protective film of the alkaline mucilaginous 
fluid, and the peristaltic movements of the stomach cease. We would 


term bile, therefore, the normal resting medium of the stomach. Were 
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the action of the bile other than soothing, its normal presence in the 
stomach would not so uniformly coincide with the resting period of 
the organ. 

Even in gastrie disturbance with nausea and vomiting, the pylorus 
relaxes and bile pours into the stomach until the entire organ is coated 
and bile is ejected from the mouth. From the nauseous taste of the 
vomit, it is a common concept that the bile has disturbed the stomach, 
but it is much more logical to believe that the regurgitation of bile 
is a protective mechanism of nature, serving to neutralize the offending 
gastric contents and to soothe and quiet the irritated walls of the 
stomach. Blue litmus paper having been dipped in bile is more slowly 
and less intensely acted upon by aeid chyme than the uncoated paper. 
In the duodenum and jejunum the protective influence of the bile 
and pancreatic juice is shown by many observations. Ulcers of upper 
intestine are exceedingly rare, except in the first portion of the duode- 
num, Where there is the least opportunity for the neutralization of 
the chyme by the bile and pancreatic juice. If by operation, however, 
we reduce or eliminate the protective influence of the bile and pan- 
creatic juice against the chyme in the duodenum and jejunum, uleera- 
tion becomes common. 

Exclusive of nonabsorbable suture sinuses, gastrojejunostomy is fol- 
lowed by uleer of the jejunum in about 2 per cent of the cases. When 
the bile and pancreatic juice are diverted from a segment of the jeju- 
num, as by the Roux gastroenterostomy, the percentage of secondary 
ulcers greatly increases. In six out of seven dogs in which Exalto 
anastomosed the jejunum with the stomach after diverting the duo- 
denal fluids in the colon, jejunal uleéers occurred. It is said that unlike 
vastrojejunostomy, gastroduodenostomy is not followed by duodenal 
uleer. If the bile and pancreatic ducts are transplanted from the duo- 
denum to the upper jejunum by operation, uleers of the duodenum 
frequently follow. Therefore, whenever chyme from the stomach en- 
ters the upper intestinal tract without sufficient admixture with the bile 
and pancreatic juices, ulcers are prone to develop and there can be 
little question that the latter fluids normally protect the duodenum and 
jejunum from uleeration. As to the exact elements that cause the 
uleeration, free hydrochlorie acid, acid pepsin, toxins in solution, bae- 
teria or other agents; and the precise protective elements in the duo- 
denal fluids, alkalies, mucus, nucleoalbumin, or other substance, we 
will not brook unproduetive dispute by attempting to name. As sur- 
geons, we think it unnecessary to enter the controversy as to whether 
or not peptic uleers depend chiefly upon the hydrochlorie acid content 
of the gastric juice. With such complex fluids it is unnecessary to as- 
sume that a single element is entirely responsible for any particular 
activity. Bread is equally nourishing to the man who does not fully 


understand its composition, and bile may serve the surgeon not versed 
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in its chemistry. It is important to know, however, that the so-called 
“‘peptic ulcers’? have a geographical incidence corresponding to areas 
where the most active chyme has had the least admixture with the 
duodenal juices, and furthermore, that the operations that have best 
stood the test of experience in relieving these ulcers (gastroenteros- 
tomy, Finney pylorectomy) are those that best permit the access of 
duodenal contents to the area of ulceration. The drainage function 
of the new opening is often negligible. Moreover it is a striking fact 
that the efficiency of gastroenterostomy for uleer shows a close rela- 
tionship with the ease of access of the duodenal juices to the ulcerated 
area produced by the operation. Thus uleers that lie out of the path 
of the fluids passing from the new stoma along the wall of the stom- 
ach to the duodenum, such as ulcers of the lesser curvature, in a 
much larger proportion of cases fail to heal after the operation, than 
ulcers about the pylorus. If it be true that it is chiefly the protective 
film of bile covering the mucosa that permits the average ulcer to 
heal, then we would suggest that the simple anastomosis of the gall 
bladder into the area of ulceration or into the area left after excision 
of the uleer (cholecystoulcerostomy) be substituted for the more for- 
midable and difficult gastroenterostomy. 

The advantage of such an operation lies not merely in the greater 
accessibility of structures to be anastomosed, but in the fact that the 
bile is directly delivered to the part where it is most needed, while the 
dangers of a secondary jejunal ulcer or the other complications of a gas- 
troenterostomy are avoided. The continuous entrance of bile into the 
stomach does not necessarily produce symptoms. In Moynihan’s case the 
jejunum, which had been lacerated by a gunshot wound, was closed 
and a gastroenterostomy done, and although all of the bile and pan- 
creatie juice had to pass through the pylorus into the stomach then 
out through the new stoma, the boy developed normally and had no 
symptoms of indigestion. Patients who have had cholecystogastros- 
tomy performed seem to be unconscious of the increased quantity of 
hile in the stomach. While the bile entering the stomach after a chole- 
cystogastrostomy reduces the total acidity, it does not abolish gastric 
digestion by completely neutralizing the chyme. Although acid chyme 
is completely neutralized in the duodenum, Dunn’s experiments show 
that the entrance of all the bile and panereatie juice into the stomach 
will not completely alkalinize the gastrie contents. Of course, the 
surgeon aims to protect only the irritated areas of mucosa, not to 
completely alter the chemistry of gastric digestion. Fortunately the 
normal tendency for the gastric contects to remain in well defined 
strata and for fluids entering from new openings to diffuse along mu 
cous surfaces is of aid to the surgeon. 

Does chyme enter the gall bladder after the anastomosis? Appar- 


ently not usually, for roentgenologic studies made in several of our 
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patients have shown no barium entering the new opening, although 
a large stoma had been made. In one patient reopened by Dr. Steel 
the gall bladder was found transformed to a narrow duct leading from 
the groove in the liver to the point of anastomosis. 

While in some of the first operations an attempt was made to 
produce a valve which would prevent the entrance of gastrie fluids 
into the gall bladder, this is now considered unnecessary, and we 
simply make a large opening with no attempt at valve formation. 

Contrasting the postoperative symptoms following the internal anas- 
tomosis with those of cholecystectomy or cholecystostomy, we have been 
impressed in our small series by the easier convalescence, and the relative 


freedom from secondary symptoms after the internal anastomosis. 


PHYSIOLOGY 


Normally from 500 to S800 ¢.¢. of bile passes into the duodenum 
daily. The flow of bile is stimulated by the presence of hydrochloric 
acid in the duodenum and by the absorption of secretin and peptone 
from the upper bowel. Kach gush of acid chyme into the duodenum 
excites a reflex closure of the pylorus continuing until the ejeeted 
portion of ehyme has been neutralized (Cannon), and probably also 
associated with an increased flow of bile due to a reflex contraction 
of the gall bladder and a relaxation of the sphineter of the common 
bile duet. The acid pepsin of the chyme on being neutralized is per- 
manently inactivated. The bile also precipitates the proteins held 
in acid solution in the chyme. 


INDICATIONS FOR CHOLECYSTIC ANASTOMOSIS 


1. In obstruction of the common or cystic duct that cannot safely be 
overcome by other methods. Thus with a stone impacted in the duo- 
denal portion of the common bile duct in an obese or aged person, the 
anastomosis is often much safer than the removal of the stone. Toxie 
patients with a purulent cholecystitis and a stone impacted in the 
cystic ducts after the manipulation and sudden relief of pressure at- 
tending the removal of the stone often develop a lethargic febrile 
condition and die. We believe that some of these patients may 
be saved by doing a simple anastomosis and letting the stone gradually 
and spontaneously work its way out through the new opening. The 
stomach seems to be well able to take care of the products of an infected 
gall bladder. 

2. Tn cholelithiasis when a secondary postoperative obstruction is 
feared. In such a ease the anastomosis provides a by-pass preventing 
secondary obstructive symptoms. Whenever the surgeon thinks there 
are residual or overlooked stones in the hepatie or common duets the 
anastomotic operation is the preferable procedure to employ. Whenever 


continuous external drainage of bile is feared from a cholecystostomy the 
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anastomotic operation should be performed. It is our experience that 
patients who have lost all their bile through an external fistula for months 
are very bad operative risks. 

3. Incase of jaundicr when the cause of the jaundice cannot be located 
or at least cannot be removed. Thus in cancer of the head of the pan- 
creas, the operation is a palliative one. One of our patients with Ia- 
not’s cirrhosis of the liver has been relieved of the intense jaundice 
and other svmptoms for three years following the operation. 

$. Jn perforation ol the gall hladder when there is reason for not 
doing «a cholecystectomy, or cholecystostomy. The operation is safer 
than a suture of the opening and the convalescence more rapid than 
alter a choleeystostomy. 

To avoid external draimage. Thus with stones found acel- 
dentally in the course of an operation upon the stomach or abdominal 
wall where an external drainage would complicate the operation, the 
internal anastomosis has advantages. 

6. In perforated gastric or duodenal ulcer. The gall bladder may be 
anastomosed over the perforation without constricting the lumen of the 
pylorus or duodenum, and the bile passing over the ulcerated surface 
may protect the ulcer, facilitate healing, and prevent recurrence and 
so render additional gastroenterostomy unnecessary. This operation has 
been carried out suecessfully in a single case by my associate Dr. Bower. 
In one case of severe recurrent bleeding from a gastrie ulcer the hemor- 
rhage ceased after the anastomosis. 

7. In gastric or duodenal ulcers a‘ cholecystouleerostomy’’ or anasto- 
mosis between the gall bladder and the ulcerated area may be performed 
to permit healing and to prevent recurrence of the ulcer. We have used 
the anastomosis to protect the suture line and prevent recurrence of 
the uleer after a Finney pyloroplasty, a coat-sleeve resection of the 
stomach and after the simple excision of the uleer. Our experience 
with 13 gastric and duodenal ulcers is too limited and too recent to be 
a basis for any dogmatic conclusion. We hope the value of the operation 
may be shown by a large experience. 

The infrequeney of carcinoma in alkalinized portions of the intestinal 
tract suggests that the anastomosis may be a_ possible prophylactic 
measure. 

8. In very obstinate hyperacidity and pylorospasm. choleeysto- 
gvastrostomy may be considered if no definite causal factor is found. 

TECHNIC 

The anastomosis of the gall bladder with the stomach is easier than 
an anastomosis between the gall bladder and the duodenum. The anas- 
tomosis should not be performed with the colon or other bacteria-laden 
portions of the intestinal tract. The operation is readily done under 


local anesthesia and may be carried out with very little intraabdominal 
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traumatism or manipulation. As a rule the gall bladder is not sepa- 
rated from the liver and the anastomosis is made across the posterior 
portion of the fundus of the gall bladder. Upon the stomach the incis- 
ion is usually begun two or three centimeters proximal to the pylorus 
and passes in a longitudinal direction across the anterior face of the 
antrum a short distanee below the upper border of the stomach. The 
lines of the anastomosis having been decided, two guide sutures are 
introduced from two to five centimeters apart, to mark the limits and 
the direction of the necessary incisions. By traetion upon the two 
euide sutures a fold of stomach and gall bladder is pulled into the 
wound, and with a 00 or 000 chromie catgut suture, the posterior or 
upper serous suture is intreduced as in a gastroenterostomy. The gall 
bladder is then aspirated and opened on a line at least one centimeter 
distant from the first line of suture. A corresponding opening is then 
made in the stomach. The mucous surfaces are earefully united by a 
continuous suture of 0 or OO chromic catgut which is continued entirely 
around the opening as in a gastroenterostomy. Clamps are unnecessary. 
All points of bleeding are carefully controlled and in some eases a third 
row of sutures is used to unite the muscular lavers. The serous suture 
is then completed anterior to the opening, and if necessary several 
additional supporting sutures are applied. It is very important that 
the outer sutures do not penetrate the gall bladder. The omentum 
is usually laid over the line of anastomosis and the wound closed without 
drainage. In no ease have we had secondary intraabdominal leakage 
of bile. 


RESULTS 


In about 60 personal cases of cholecystogastrostomy and cholecysto- 
duodenostomy there have been six deaths. Two deaths occurred from 
associated myocardial disease, one from acute necrotic pancreatitis for 
which the operation had been performed, one was from an associated 
advanced pulmonary tuberculosis, one from cholemia from a very septic 
gall bladder, and one in a ease of chronic nonobstructive jaundice, after 
reoperation for secondary hemorrhages from the stomach or intestine. 

No death occurred in any uncomplicated case. Two of the patients 
were over 70 years of age, several were over 60, a number had purulent 
forms of cholecystitis, two had pancreatitis, while thirteen had chronie 
ulcers of the stomach or duodenum. Our experience is too meager to 
contrast results with those from gastroenterostomy. 

The ease of the procedure, the usual rapid convalescence, freedom from 
complications, and relief from symptoms, should, we believe, encourage a 
wider trial of the operation. 


2033 WALNUT STREET. 


SIGMOLDOUTERINE FISTULA, WITIE REPORT OF A CASKE* 
By Wavrer C. G. Kircuner, M.D., F.A.C.S., St. Louis, Mo. 


T Hilt occurrence of a sigmoidouterine fistula is so rare that even a brief 
account of this condition should prove interesting. In looking up 
this subject one is struck by the fact that fistule of this type are not 
mentioned in the ordinary text books on surgery, gynecology or ob- 
stetrics, and a survey of the literature shows that even intestinouterine 
fistule are of rare occurrence. These fistule have been associated 
with pregnancy and their formation must be considered one of the com- 
plications of childbirth. 

Intestinouterine fistula has oecurred as the result of a cancerous or a 
tuberculous process, in pelvie abscess, in traumas of, or instrumental 
perforations of the uterus, and as one of the accidents or sequelwe of 
childbirth. It is in the latter condition that we are particularly inter- 
ested, and a brief recital of the history of a case that was referred to 


me, is as follows: 


The patient, Mrs. DB., age thirty-six, of average stature and weight, was usually 
in good health and was able to attend to her household duties, Concerning her first 
pregnancy, only meager information was obtainable; but it was stated that the 
delivery of the child was difficult, that forceps were used, and that the child was 
dead or died soon after birth. The patient became pregnant a second time and 
when in labor, Jan, 4, 1909, a physician was called and again it was found necessary 
to resort to instrumental delivery, Craniotomy was performed and the uterus was 
emptied of its contents. The patient recovered and there were no unusual complica- 
tions following the extraction of the child. 

On March 16, 1913, the patient, in labor for the third time, sent for her former 
physician, On arriving at the patient’s home he learned that the pains had started 
at 2p. M., March 15, and by 5 p. M., March 16 but little progress had been made; 
the pains were ineffectual, and the patient had become quite exhausted. At the 
examination it was found that the presenting head was high in the pelvis and, pre- 
sumably, the bag of waters had ruptured some time previously so that, in effect, he 
was confronted with a dry labor, Instruments were employed to assist in the rota 
tion of the head, and even after repeated application of forceps, the patient being 
anesthetized, it was found impossible to deliver the child. A skilled obstetrician was 
ealled into consultation, and the child being dead craniotomy was performed. — It 
was stated that this latter procedure was carefully done and that no undue injury 
was done to the soft parts while this operation was in progress. The patient re 
covered nicely from the operation, and on the following day, March 17, her condition 
was very good, On March 18, the patient was feeling well and, without any warn 
ing, there was a sudden ‘‘explosion’’ and a considerable quantity of gas was passed 


through the vagina, Subsequently, fecal matter was also passed through the vagina. 


*Read at the Thirty Third Annual Meeting ot the \merican Association of Obstetricia 


Gynecologists, and Abdominal Surgeons, hela at Atlantic City, N. J., September 20. 21 > 4921 
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On the two following days the condition remained unchanged. The patient had no 
great discomfort, and at no time was the temperature over 100° F, 

On March 21, she was sent to the hospital. Examination revealed that the dis- 
charge of fecal matter came from the cervix, though the location of the opening in 
the bowel was not discovered. The patient was placed on a restricted diet and the 
expectant treatment decided upon, Except for the presence of the fecal fistula, the 
patient showed general improvement, 

On April 18, a proctologic examination was made and it was believed that the 
opening in the bowel was high up in the rectum, The patient was able to be up 
and about; but, naturally she was very anxious to be relieved of her condition since 
practically all of the fecal matter was discharged through the vagina, very little if 
any stool passing through the anus. The writer saw the patient at the hospital, 
May 16, and on the next day the following condition was found upon examination: 

There was a fecal discharge from the vagina, All wounds of the vagina, such as 
follow delivery, were healed, Through the speculum it was noted that the external 
os was open, moderately lacerated, and that fecal matter came through the cervical 
canal, The cervix was adherent at the posterior portion, There was no pus; neither 
were there signs of inflammation. By digital examination the uterus was found 
slightly enlarged, adherent posteriorly at the cervical portion, though the fundus 
was slightly movable. The adnexa were free. The rectum was examined digitally 
and with the proctoseope, and even with the use of the sigmoidoscope the writer 
was unable to find the opening which communicated with the uterus. The character 
of the fecal matter indicated a fistula of the large bowel, and a tentative diagnosis 
of sigmoidouterine fistula was made and an operation for the cure or relief of the 
condition was recommended, During the four days preceding the operation the 
patient was given liquid diet and the rectum, vagina, and external parts were kept 
in a healthy condition by means of cleansing enemas and washes. 

Operation. —On May 22, 1915, it was decided to attack the fistula by the vaginal 
route, and by laparotomy if necessary. Ether anesthesia was administered. The 
rectum and vagina having been well cleansed, through the posterior vaginal fold a 
dissection was made to expose the posterior wall of the cervix. The dissection was 
carried up as far as the fistulous tract which was loosened up and made as free as 
possible on all sides. The opening through the posterior vaginal wall also gave 
access to the culdesac of Douglas, and permitted digital examination of the abdominal 
portion of the fistula, Laparotomy was decided upon after a Fenger probe was 
inserted through the fistula into the intestine. 

Laparotomy.—Left rectus incision, The uterus was somewhat enlarged and about 
the size of a man’s fist. Tubes, ovaries and broad ligaments were normal but flaccid, 
The sigmoid flexure of the colon at a point a little below the middle portion was 
adherent to the uterus. There was no pelvie peritonitis and there were no adhesions 
aside from those taking part in the fistula. The condition resembled a lateral an- 
astomosis of the sigmoid with the uterus, both loops of the bowel being free. The 
loop of sigmoid was dissected free from the lower portion of the uterus, and the 
opening in the bowel was closed with a double row of sutures. The opening in the 
uterus involved mostly the cervical portion, and this was closed, through the laparo- 
tomy opening, by means of deep and superficial sutures. Three small subserous 


fibroids were also easily removed. A cigarette drain leading into the vagina was 


placed in the culdesac. There being no special complications, the abdominal wound 


was closed in layers. The patient was given the usual postoperative care. On the 
sixth day the laparotomy wound showed some infection so that a portion had to be 


opened for drainage, The vaginal drain was also removed. A Bartholin gland on 


the right side showed enlargement. 
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On June 20, all wounds were healed, The uterus was of nearly normal size, and 
movable. The cervix and external os were large and there was a stight thickening of 
the posterior part of the cervix where the repair had been made. Slight infection 
of Bartholin gland on right side was still present. Dowel movements and defecation 


were normal and painless, When the patient left the hospital she was happy and 
contented, her distressing condition having been relieved, In the following year 


she went to Europe, returning, however, before the outbreak of the war. Menstrua- 


tion has been normal, and five years after the operation she was in good health. 

The question which naturally arises is: What was the cause and 
manner of the formation of the intestinouterine fistula?) Was it due to 
the trauma of instrumental delivery, to perforation, or to impaction 
and pressure necrosis? In several of the reported cases the complica- 
tion followed instrumental delivery. Loenne'® reports a case in which 
the woman was in labor for nearly two days, the bag of waters rup- 
turing at the end of the first day. When the pains grew less effective, 
the physician finally applied high forceps. A living child was deliv- 
ered, On the third day there were siens of infection. the patient later 
becoming septic. There was pus in the stools. The patient died and 
at the autopsy two perforations were found in the cecum as well as 
a perforation in the posterior wall of the uterus. There were feces in 
the pelvis and a widespread peritonitis. Ile quotes Franqué’s case 
which was similar, there being likewise a perforation in the posterior 
wall of the uterus near the cervix. 

In a case reported by Le Jemtel'? a physician had been ealled in one 
and a half months after delivery when signs of infection had developed. 
Ile performed curettage and there was some improvement for a few 
days. The fever returned and shortly thereafter there was a discharge 
of feces through the cervix. There was also pus in the urine, and a 
purulent vaginal discharge. Intrauterine irrigating fluid soon passed 
through the anus. At operation an abscess was encountered which com- 
municated with the bladder. The opening in the bladder was repaired 
and the cavity drained. The reetal opening closed spontaneously. 

Graves’ reports a case in which after forceps delivery there was 
perforation of the fundus of the uterus and prolapse of the small bowel 
into the vagina. The section of bowel had been removed, but there 
was discharge of feces through the vagina. 

Petit’? had collected up to 1882, 18 cases of intestinouterine fistula, 
but the cases occurred as complications of pregnaney and the manner 
in which these fistule are produced has not been satisfactorily ex- 
plained. Where perforation is due to instrumentation the explanation is 
clear. In a number of cases associated with delivery, as in our own 
ease, the perforation was at the posterior part of the uterus. It is 
hardly likely that in the application of forceps the instrument would 
cause injury to the posterior part of the uterus. A plausible explan- 
ation may be found in the fact that the fistule occurred in difficult 
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labor cases. It is quite possible that the head not having rotated, be- 
came impacted between the symphysis pubis and the promontory of the 
sacrum. Should by chance a mobile cecum or a loop of the sigmoid in 
such an instance be caught between the promontory of the sacrum and 
the uterus, undue and prolonged pressure would cause a necrosis of the 
uterus as well as the bowel. Adhesion of the bowel to the uterus may 
readily form and, in the favorable cases when the tissues break down, 
a fistula may be established between the bowel and the uterus. It is 
probable that such a process took place in our own ease, since there 
was no pelvic peritonitis. 
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Case Reports 


LATERAL PARTIAL GLANDULAR HERMAPHRODITISM.* 
By Cuartes W. Moors, M.D., F.A.C.S., ToLepo, Onto 


i has not been so many years since the sex of an individual was 
determined by the appearance of the external genitalia. Many of 
us recall the annual pilgrimages to our medical colleges of a certain 
individual who would, for the privilege of taking up a collection, dem- 
onstrate to the class the peculiarities of an hermaphrodite. As we 
recall our own impressions, it occurs to me that very little, if anything, 
of value was gained by these demonstrations; in fact, rather are we led 
to believe that these demonstrations had a tendeney to prevent the 
subject of hermaphroditism from being discussed in scientific meet- 
ines. llowever, as recent events have added greatly to our knowledge 
of the close relationship between the endocrines and gonads, and of 
the very close relationship between all of these glands, and the per- 
sonal characteristies of every individual, I desire to present to this 
Association the history of a case that has been of exceedingly great 
interest to myself as well as to several confreres. 

Mrs. O. T., aged twenty-seven, teferred to me on Feb, 8, 1916, by a dermatolo 
cist on account of uncontrollable hypertrichosis, She is refined and well educated, 
and the wife of a college professor, 

Family history.—Negative as to malignaney and tuberculosis as well as to any 
particular tendencies to other diseases, 

Past history.—Wad usual diseases of childhood, First menses at 13; her peri- 
ods being normal for a number of yeurs, \t 19, she beeame very nervous, lost 
weight, and was forced to quit college, At the age of 20, she had one very severe 
uterine hemorrhage following immediately upon a normai menstrual flow; this o¢ 
curred in Louisville where she had gone to consult a neurologist. Normal men 
strual periods were established and continued for cight months, after which time the 
periods were irregular, decreasing in frequency, and amount of flow. She married 
in August, 1910, at the age of 21. The menstrual periods grew progressively less 
frequent and the flow less in amount, until four years previous to this examination 
it ceased altogether and complete amenorrhea has existed since that time. Follow- 
ing this cessation of the menses, her general health improved and she gained rapidly 
in weight. However, at the same time, she began to develop the hypertrichosis which 
has been gradually increasing, the growth of hair now being quite generous in amount 
over the face, arms, chest, and legs, 

Present illness.—Comes oa account of the growth of hair on the face, as well as 
an amenorrhea which has persisted for four years, Has been foreed to use depila 
tories or the razor on the face every second day, 

Kramination—Height 5 ft. 7 in. Weight 153 Ibs. Blood picture, including the 


ans, 


*Read at the Thirty-Third Annual Meeting of the American Association of Obstetrici 
Gynecologists, and Abdominal Surgeons, held at Atlantic City, N. J.. September 0), 21. 1920. 
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hemoglobin, is normal. Blood pressure normal, Teeth and throat negative. Voice 
rather deep in tone, Chest and abdomen negative. The clitoris is much enlarged 
and is one inch in length. The other external genitalia are normal, also the vagina, 
Uterus is slightly enlarged but normal in position. Right adnexa normal. To the 
left of the uterus, a solid mass apparently three inches in diameter can be made out. 
Otherwise, the pelvis is negative. The distribution of hair over the body is abun- 
dant and decidedly of the male type, this being particularly true of that over the 
face, chest, limbs, and mons veneris; the latter presents the well marked male tri- 
angular arrangement with the apex of the hairy triangle at the umbilicus. All nerv- 
ous reflexes are normal, The thyroid gland was normal in size. X-ray examination 
shows the thymus to have undergone normal atrophy and the sella turcica normal. 

Diagnosis.—At the outset, we felt that we were dealing with a case of endocrine 
dysfunction and after careful study decided that there was, at least a relative hyper- 
activity of the cortex of the suprarenals, 

Treatment.—Ovarian and thyroid extracts were immediately started, the thyroid 


being gradually increased until the patient showed all the well marked symptoms of 


Fig. 1.—Iow power, showing numerous tubules. 


thyrotoxicosis without exophthalmos. During the month of April, the patient felt 
that she would surely menstruate but had no ‘‘showing’? except a profuse leuco- 
rrhea lasting four days. Early in May, all treatment was stopped soon after which 
the patient returned to her usual appearance and feelings, At this time, the patient 
was examined by Dr. Theodore McGraw, Jr., who not only concurred in the diagnosis 
but also in our previously taken position that an exploratory operation be done, that 
the character of the pelvic tumor might be definitely determined. This was not 
accepted by the patient until Jan. 9, 1917, when, under gas-oxygen anesthesia by 
Dr. McKesson, abdominal section revealed a solid tumor of left ovary, this being at 
once removed together with the left tube. Right ovary and tube appeared perfectly 
normal and were not disturbed, Palpation of suprarenals from tne peritoneal cavity 
revealed no abnormalities. Appendix removed and the abdominal wall closed in 
layers. Pathologist reported the tumor to be fibrosarcoma. 

Subsequent history.—The convalescence was uninterrupted except for a follicular 
tonsillitis which started just after her return to her home, two and a half weeks 
following the operation. On the 28th day following the removal of the tumor 


her menses started and the flow continued throughout the year. Several let- 
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ters received during the year 1918 while we were engaged in military service, con- 
veyed the happy news that the patient was quite well. Menses normal, and the hair 
becoming much finer and softer as well as much slower in growth. On Feb. 8, 1919, 
the husband reported to me that the patient, who had accompanied him to Boston 
where he was in Army service, contracted influenzal pneumonia and died during the 
third day of the disease. 

Some little time after my return from the service in the Navy, my attention was 
attracted by a case report in a new publication by Blair Bell of London, His case 
was strikingly like my own even to the point that his pathologist reported the tumor 
to be one of malignancy of the ovary. The subsequent history of his case led him 
to suspect that the tumor might be an ovotestis. After a study of many sections, he 
was rewarded by absolute proof that his suspicions had become facts, and that the 
patient had a typical right ovary, while the left gonad was an ovotestis. This evi- 


dence together with the interesting history of our own case, caused us to again start 


~ 
* 


Fig. 2.—Medium magnification, 7 and 2 being examples of tubules. 


an extensive microscopical study of the tumor, which had been preserved, and the 
following report was recently received from Dr. Ramsey, pathologist to Flower 
Hospital. 

Fibroblastic sarcoma of embryonic testis. Gross description. Growth removed 
from region of left ovary. Oval shaped mass about the size of a large orange. Con- 
sistency firm—coverings serous and fascial in type. Upon cutting shows fibrous 
stroma, bundles arranged in whirls and sheaths; presence of ducts and small blood 
vessels seem to be surrounded and walled by stroma only, Color, pinkish yellow. Sev- 
eral small smooth plaques are found in different parts of the mass situated toward 
the center and where the fibrous tissue is not discernible. Sections were made from 
cortex, center of growth, through region surrounding ducts and through several small 
smooth areas. 

Microscopie description. 1. Section through cortex. Fibroblastie spindle cell 
sarcoma, the cells arranged in bundles and whirls lying closely packed in a very faint 


fibrillar stroma. A few blood spaces, the walls of which are formed by these sar- 
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coma cells only. Trabecule of true fibrous tissue traverse the section, separating the 
spindle cell bundles. No definite stroma resembling either testicular or ovarian tis- 
sue was found in any cortical section. Serous and fibrous tissue coverings not in- 
vaded by sarcoma cells; mass seems entirely encapsulated, 2. Section through center 
of growth and region of ducts, Fibroblastie sarcoma cells separated by fine fibrillar 
network and arranged in bundles separated by trabecule of connective tissue con- 
taining lymphaties, blood vessels, and occasionally ducts. Among the sarcoma cells 


bundles of denser cells with dark staining nuclei form indefinite tubules. Some of 


these seen on cross section resemble cell masses. These cells are embryonic in type. 
and no basement membrane can be distinguished. 3. Section through one of the 
smooth placques. Fibroblastic sarcoma cells lie closely packed and surrounding tu- 


bules resembling embryonic testicular gland tubules. These seem almost completely 


obliterated by the invasion of the sarcoma cells, but, here and there, a definite open 


Fig. 3.—Iligh power, 1 and 2 showing tubules. 


tubule is found lined by a single layer of low cuboidal cells, some of these in cross 
section, others cut longitudinally. 
‘*Summary.—Fibroblastic sarcoma of embryonic testis. The mass may have been 


an ovotestis with the ovarian stroma completely obliterated by sarcomatous process.’’ 


COMMENT 

rom the clinical history as well as the pathology found, I feel it 
reasonable to conclude that this patient should be classified as a lateral 
partial glandular hermaphrodite, having a normal ovary on the right, 
and a testicle or an ovotestis on the left side, the sarcomatous degen- 
eration preventing a positive determination of the latter propositions. 
As far as I am able to learn, this is the only case in which surgical 
procedure was followed by a complete return to the female type, after 
having taken on such marked male secondary sex characteristics. 
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A POLYCYSTIC KIDNEY OF AN ATYPICAL CHARACTER* 
By LeRoy Broun, M.D., New York, N. Y. 


RAASCH, in a paper on ‘‘Clinieal Data of Polyeystie Kidney’’, 

read before the Association of Genito-Urinary Surgeons, in 1916, 
presented the clinical findings of forty-one cases, in which exploratory 
operations had been done in the Mayo Clinic. Twenty-six cases were 
diagnosticated as such before operation. Among the symptoms asso- 
ciated with this form of kidney degeneration he accentuates pain, 
hematuria, and evidence of rena! insufficiency, together with increased 
blood pressure, 

Pain over the diseased kidney varies greatly and is dependent in 
part on the presence or absence of urinary infection, due to the lack of 
complete drainage from the distorted kidney pelvis. It is also influ- 
enced by the extent and degree of the cystic change in the kidney, re- 
sulting in a greater or less pressure on the intervening kidney strue- 
ture and cortex. 

Ifematuria, he states, occurred in 40 per cent of the cases and varied 
in duration from that of an occasional occurrence lasting a few days 
to that of several months duration with continued bloody urine. He 
explains the occurrence of hemorrhage as due to a rupture of eapil- 
laries within the cyst cavities and the subsequent emptying of the 
contents of such hemorrhagie cysts into the pelvis of the kidney. 

The involvement of one or both kidneys at the time that the pa- 
tient comes under the care of the physician will determine the de- 
vree of retention toxemia of the patient. While the condition is re- 
garded as practically an interstitial nephritis, usually advanced more 
in one kidney than the other, Braasch points out that in most Instances 
the first evidence of renal disturbance and oceasionally the only evi- 
dence, extending over a period of several years, is nausea and vomit- 
ing. Ile also states that these symptoms alone were present in six 
out of nine cases, though all showed evidences of renal insufficiency. 

Attendant cardiae disease is rare and then only as an end result. 
None of his eases presented any edema of the extremities. 

The case coming under my care and reported herewith, is as follows: 

Mrs. Kk. W., colored, age twenty-four and married, was admitted to the Woman’s 
Hospital December 6, 1919. She had one child, two and one-half years old, and 


has had two miscarriages, each two months, advanced: one in June, 1918, and 
January, 1919. No previous illness, She had some pelvie pain at the time of 
menstruation, also a uterine discharge, apparently referable to the previous mis- 


carriages. 


*Read in part before the New York Obstetrical Society. 
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Her chief complaint, however, was pain over the left lower quadrant. This 
existed for the past year and became worse during the last six months, especially 
on physical exertion. The patient was habitually constipated, 


She gave no history 
of prolonged gastrointestinal disturbances. 


She had recurring painful urination 
; for the past six months and stated she had bloody urine six months ago, which con- 
i tinued for a week. 


Evamination.—Pelvic: 


A minor laceration of the cervix and perineum; uterus 
forward. A mild degree of endocervicitis. 


Both fornices free and the adnexa ean- 
not be felt. 


Fig. 1 P: elogran Note the lesser distance of ureteral catheter to the diseased kidney. 


Abdominal: Tenderness on deep pressure over left lower quadrant. 


tumor was felt in the upper left quadrant. 


An abnormal 
This extended downward to the level of 
the umbilicus and well toward the median line. 

The surface of this tumor was smooth and was closely against the anterior ab- 
dominal wall. Its upper border could 


not be felt because it extended under the 
ribs. 


Its lower border was sharply defined and the examining fingers could easily be 
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pushed under the shelving edge of the mass. The impression was that the surface 
and edge of the tumor felt, were those of an enlarged spleen, Heart sounds negative 
with exception of snappy aortic second sound. Blood pressure,—systolic 145, diastolic 
90. Lungs and liver negative. 

Laboratory and Pathological: Cervical smears,—no gonocoeci, Wassermann,— 
negative, Dlood,—-4,480,000 red cells, 7,200 white cells; hemoglobin, 95 per cent; 
polynuclears, 68 per cent; lymphocytes, 2S per cent; eosinophiles, 4 per cent; 
morphology (normal); no plasmodia under a 30 minute search. 


Fig. 2.—Oxygen distention of the abdomen followed by x-ray photograph. Note the clear 
line of the spleen and the underlying kidney, which could not be diffe 


rentiated by palpation 

Urine: Marked trace of albumin; pus in clumps, hyaline casts, masses of epi- 
thelial cells. 

Renal Insufficiency: Blood urea,—40 mg. per 100 ¢.c. of blood on the 11th and 
42 mg. per 100 ¢«.c. of blood four days later. 

Phthalein Test, intramuseular, 70 per cent for first two hours on the 13th and 66 
per cent four days later. 
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The Urological Examination by Dr. Bugbee, was as follows: ‘‘Urethra, trigone 
and sphincter congested. sas-fond, fundus, and ureteral orifices normal.’’ 

Ureters: ‘*Catheter in right ureter passes 30 cm. In left passes 25 cm. Urine 
from the right, flow is free, clear and pale; from the left, not so free, clear and 
pale. Phthalein intravenously began to show in right ureter at 3 minutes; in the 
left ureter at 5144 minutes.’? 

The Pyclograph: ‘* X-ray with catheters in situ injected with thorium. Right, 
small kidney pelvis with narrow major calices,—practically normal, Left, broad 
kidney pelvis with marked separation of middle and lower calices. The major calices 
are all very broad with ill defined minor calices. The picture may be that of an 
old infection or a beginning polycystic kidney.’ 

Phthalein Intravenouslu: ‘*Right kidney for first 30 minutes, 20 per cent; left 
kidney, 1D per cent.’’ 

Chemical and Microscopic: ‘* Right—pale yellow, clear, acid, slightly bloody.  A1- 
bumin. Urea 2.8 per cent, Microscopic: No casts, isolated and grouped red cells. 
Occasional isolated leucocytes; no crystals; no bacteria. The blood cells and 
albumin present are probably due to the trauma of the ureteral catheter. Left, 
pale yellow, clear, acid, slightly bloody, Albumin. Urea, 1.6 per cent. Microscopic: 
Occasional small hyaline granular and epithelial casts isolated red cells, occasional 
isolated and grouped leucocytes; no crystals; occasional bacteria of colon type.’?’ 

The x-ray picture of the tumor after the abdominal cavity was distended with 
oxygen, brought out in clear outline the size and location of the kidney tumor wiih 
overlying spleen, which had been pushed up by the kidney mass underneath, I 


append the pylograph showing the broad irregular left kidney pelvis; also the x ray 


of the kidney and spleen in the presence of abdominal oxygen distention, 

It is evident from the detailed study of this renal tumor that no 
definite knowledge could be obtained as to its character. The mobil- 
ity of the mass precluded the likelihood of an old inflammatory proe- 
ess. The appearance of the pelvis and the major calices was not 
typical of a cystic kidney. 

The kidney function as a whole (both kidneys) was not impaired, in 
fact, it Was inereased, ranging between 65 to 70 per cent for the first 
two hours. This is in line with eases spoken of by Braasch in which 
the kidney function for five out of eleven cases ranged from 40 to 70 
per cent. There was a small variation in the activity of the two kid- 
nevs, the right exereting the intravenous phthalein solution in’ three 
minutes and showing a 20 per cent excretion in 30 minutes; while 
the left began to show the solution in 5! minutes and gave a 15 per 
cent exeretion in the same time, 

An exploratory operation was necessary to differentiate between a 
possible hypernephroma and a polyeystic kidney. The kidney, after 
being exposed through a free lumbar incision, could be easily pal- 
pated. The cortex was thickiy studded with numerous underlying 
eysts of about 2 ce. capacity. Over the greater curvature many of 
these had fused into a large cvst of about 40 to 50 c.e. capacity. 

The character of the tumor being established any further surgical 


interference was contraindicated. Rovsing has shown by a report of 
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cases that such conditions can be frequently benefited by emptying the 
larger cysts in instances where the other kidney is apparently not in- 
volved or at least not grossly effected. Such a procedure must have for 
its indication the mechanical pressure of the larger cysts, or a persist- 
ent hematuria; and should only be undertaken when the combined 
kidney function is good and the general condition of the patient is 
satisfactory. 

In the case reported the kidney function of the apparently un- 
involved right kidney was normal and that of the involved left kidney 
showed but a slightly less functionating power. There were no pres- 
sure symptoms from the size of the cysts neither was hematuria present. 


148 West SEVENTY-SEVENTH STREET. 


Society Transactions 


AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOLO- 
GISTS, AND ABDOMINAL SURGEONS. THIRTY-THIRD 
ANNUAL MEETING, ATLANTIC CITY, 
SEPTEMBER 20-22, 1920 


(Continued from thre April ISSUC, ) 


Dr. Orro H. Scuwarz, of St. Louis, Mo., read a paper on Submucous 

Myomata. (lor original article see page 794.) 

DISCUSSION 

DR. JAMES E. DAVIS, DETROIT, MICHIGAN.—There is just one point to 
which I desire to call attention, I wonder whether a number of these cases have 
not been left out of the literature because of differences in e¢lassifieation. I 
imagine that in some cases the classification adopted has placed this same kind 
of formation with the fibrous adenomatous cervical polyp, or a myomatous, ade 
nomatous polyp of the cervix. 

DR. SCHWARZ.—The point which Dr. Davis makes is very well taken, There 
is no doubt that many of the smaller tumors are classified as ordinary polyps 
and, because of the fact that the uterus is not removed subsequently in such in 
stances, the attachment of these polyps cannot be studied. Lockyer in dis- 
cussing these tumors mentions the fact that he would hardly classify the smaller 
pedunculated tumors as myomata, but in the larger tumors in which the growth is 


sessile, as in my case, the term submucous adenomyoma must be applied. 

Dr. Watrer ©. G. Kircuner, of St. Louis, Mo., read a paper on 
Sigmoidouterine Fistula, with Report of a Case. (I*or original ar- 
ticle see page 860. ) 

Dr. Cuartes W. Moors, of Toledo, Ohio, reported a case of Lateral Par- 
tial Glandular Hermaphroditism. (lor report of case see page 864.) 


(To be continued in the June issue.) 


THE NEW YORK OBSTETRICAL SOCIETY. MEETING OF 
DECEMBER 14, 1920. 
Dr. FRANK R. OastLerR, IN THE CHAIR. 


Dr. Hiram N. Vinesera presented a Report of Two Cases of Ectopic 
Gestation with Unusual Pathologic Conditions. 


These two cases of tubal molar pregnancy may be worth while presenting on ac- 
count of their complications, 


In the one case there were no symptoms whatever, indicative of the condition and 
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it offered a surprise at the operation. In the other the symptoms were almost 
classical but the palpable mass was in the left side and molar pregnancy was found 


in the right tube. 


Case 1.—Mrs. F. O. consulted me Nov, 23, 1920. She was twenty-six years old, 
had been marricd 5 years, had one child four years ago. No miscarriages, The de- 
livery was instrumental and was followed by a severe hemorrhage, Ever since her 
delivery she complained of pain in both groins and severe backache. The menses 
appeared in the thirteenth year, was of the 4-week type, 3 days’ duration and of 
moderate amount and attended with severe pain during the first day, 

There had been no irregularity, no staining, There had been no recurrence of 
pregnaney as the husband had been practicing coitus reservatus, She was rather 
slender, with good color of the mucous membranes of the eyelids and lips, 

The thyroid was moderately enlarged and the eyes rather prominent, no other 
symptoms of hyperthyroidism. The uterus lay in complete retroflexion, the cervix 
Wis deeply lacerated in both sides, with thickened and everted lips. In the left 
fornix a eystic mass the size of an orange was felt, In the right side nothing 
abnormal was palpated, 

The disgnosis was made of retroflexion, with laceration and eversion of the cervix 
und of a eyst of the left ovary, IT advised surgical intervention which was accepted. 

While waiting for a room in the hospital where she was admitted 3 days later, 
she had an attack of severe pain in the right hypochondrium, for which she was 
given a hypodermic of morphine by the loeal doctor, LT was called and told she 
was having an attack of biliary colie and to be sure to examine the gall bladder, 
When TL had the abdomen open, On Noy, 20 the operation was performed. After 
umputating the cervix, an abdominal section was made. The cystie mass in the 
left side was moderately adherent and on separating the adhesions the cyst broke 
and discharged a bloody serous fluid. The eyst wall and the tube were removed. 
Inspecting the right adnexa which lay high up above the brim, I was surprised to 
find the middle portion of the tube distended to the size of the thumb hy a blood clot, 
the fimbriated end was normal and = patulous, There were no blood elots in’ the 
pelvis. The tube was removed and on being slit open showed the usual characteristics 
of molar pregnaney. The ovary was left iv sifu. The gall bladder was palpated and 
was found apparently normal and free from enleuli, The tppendix was exposed and 
removed, The uterus was suspended and the abdomen closed with tier sutures. 

The patient made an afebrile recovery and is ready to leave the hospital, IT have 
questioned her again since the operation regarding any irregularity in her menstrua 
tion or any staining, or any abdominal cramps other than the attack above related 


and she replied very definitely in the negative. 


C\sek 2 presented an almost exact duplication of the local condition in Case 1, the 
obvious easily palpable mass being in the left side, and the molar pregnancy exist 
ing in the right tube, but it differed from Case 1 in that the symptoms were typical 
of ectopic pregnaney. Mrs. B. I., aged thirty, married ten years, one child 9 years 
ago, and sinee then 2 miscarriages. Menses set in at 17 years, t-week type, duration 
d-6 days, not painful. Six weeks prior to admission to Mt. Sinai Hospital she he 
gan to stain 3 weeks after her reeular period, then she had a profuse flow of blood 
for 5 days, no loss of blood or staining for 2 days, then a recurrence of the spotting 
Which persisted until her admission to the hospital, During these six weeks she had 
attacks of cramps at frequent intervals in the lower part of the abdomen, generally 
more severe in the right side. The intern on duty saw the patient in the admitting 


room and made the diagnosis of ectopic pregnancy in the right tube. Next morning 


on rounds, she was examined by myself, my essociates, and the intern staff. Every 


_ 
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one felt a mass partly cystic, the size of a turkey egg in the left fornix and nothing 
was felt in the right side, although I was under the impression that on bimanual 
examination, the point of my index finger impinged upon a small tender mass high 
up in the right side. Two of us therefore, diagnosed ectopic pregnancy in the right 
tube, complicated with diseased left adnexa. The remainder of the staff, 6 in num- 
ber, felt pretty positive that the ectopic pregnancy was in the left tube, as evidenced 
hy the mass in the left fornix and that the right adnexa were normal, On ab- 
dominal section the mass in the left fornix was found to be a eystie ovary, with a 
thickened tube fairly adherent to the pelvie wall and floor. The right tube lay 
high up above the brim, was the thickness of the thumb and contained the character- 
istic blood clot of molar pregnancy. There was a small amount of blood in the 
pelvis. The right ovary was almost completely destroyed by a corpus luteum cyst 
and it was with great difliculty that IT was able to conserve a small portion of what 


appeared normal ovarian tissue. The patient is making an uneventful recovery. 
DISCUSSION 


DR. W. P. HEALY.—In discussing the first case that Dr. Vineberg reports I 
want to ask a question as to the removal of the left tube. I understood him to sey 
he removed the left tube and ovary before the lesion in the right tube was recognized, 
and that then the right tube was also removed, which meant that this young woman 
had lost both tubes, 

This is not brought up in the way of criticism, but merely to bring out one 
point, and that is it seems to me that before one removes an appendage from one 
side, it is worth while to examine the other side so as to nave a complete picture in 
your mind with regard to the possibility of the conservation of a tube or a portion of 


a tube in 


a youny Woman, 


DR. LEROY BROUN.—I would like to report in connection with Dr. Vineberg’s 
eases, an unusual condition associated with an ectopic pregnancy in which there was 
acute recurring hemorrhage from a ruptured tubal pregnancy, The patient recently 
came under my care at the Woman’s Hospital. She gave a history and physical 
finding recognized by both Dr. Rawls and myself as an extrauterine pregnancy. She 
had had several attacks of pain, which her physician told me he had quieted with 
i, grain of morphine. She was in the hospital for forty-eight hours without any 
marked pain. At the close of this period she began to have abdominal pain which 
rapidly increased in severity and of such a character that it required four doses of 
14, grain of morphine given at half-hour intervals before the pain was even in part 
relieved. Though the pulse was not affected during this attack, I thought it prudent 
to operate at once, fearing 9 large escape of blood. To my surprise, there was not 
over two drams of fresh blood that was recognized among the intestines. The rest 
was small blood clots from a tubal abortion. The surprising part to me was that 
such excessive pain shouid be attended with such a small escape of blood in the 


peritoneal cavity. 


DR. RALPH WALDO.—If JI diseuss this, it is to say that it seems to me that 
where we make our mistake is in the symptoms of extrauterine pregnancy, The 
pain is not due to the excessive amount of blood or to shock. I have seen enses of 
profound shock with little blood present. T have seen other eases where the abdomen 
was full of blood and there was comparatively little pain and little shock, If you 
operate on these cases during the pain, you will usually find little blood. After the 
abdomen fills with blood, there usually is little or no pain. In these eases a very im- 
portant point of differentiating between extrauterine pregnancy and salpingitis, or 


pvosalpinx is that the temperature is rarely about 100° F., perhaps a little below. 


| 
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DR. F. R. OASTLER.—Apropos of the remarks made by the last two speakers, 
I would just like to report a case in which I think both their statements have been 
refuted. 

This patient was in the theatre at 11:00 o’clock and I was ealled to see her 
about a quarter to twelve. She gave no history Whatever of ectopic with the ex 
ception of pain in the right lower side of the abdomen, which was very sharp in 
character, and on examination she was extremely tender in the right side of the 
pelvis. She was pretty white and her pulse was inereasing in rapidity. She was 
evidently in shock, I got a history of what the doctor said was an ectopic one year 
ago, but they didn’t operate on her. So T had a history of a possible ectopic gesta- 
tion a year ago in a woman in pretty profound shock, increasing pulse rate, flat 
abdomen, exeruciating tenderness in the right side of the pelvis and extreme tender- 
ness on pelvie examination, On that [I made a diagnosis of ectopic and operated, 
An hour before going on the table she was still doubled up with pain as though 
she had colic. IT found the abdomen full of blood, whieh would hardly coincide with 
Dr. Waldo’s statement. I feel the temperature question is a peculiar idiosynerasy 
of the patient. The average case runs up not much more than 100°, but you must 
remember that some women who have tonsillitis have a temperature of 104° while 
other women having tonsillitis of the same character will have a temperature of 
101° or LOLS. Such women with an ectopic gestation would be apt to run a tempera 
ture of 10] and, as a matter of fact, in looking over the 157 cases that J reported 
some time ago [ found that a number of them had a temperature of over 100°, some 
of them had 1011%° and 102° in some cases. That is not the rule, but it is possible to 
have a temperature of 101%° in ectopic, and it is also possible to have acute pain in 


the abdomen with the latter full of blood, 


DR. RALPH WALDO.—I would like, if I may, to say something further. In 
the first place, if there is any one thing that is characteristic of extrauterine preg 
nancy, it is that there is no set of symptoms that are common to all the cases. There 
is another type: If you have an extrauterine rupture in the horn of the uterus and 
you do not operate immediately, the patient bleeds to death. In these cases there is 
severe pain. A rupture of any kind in the abdominal cavity is accompanied by ex 


cruciating pain at the time of rupture, 


DR. HIRAM N. VINEBERG.—The criticism of Dr, Healy is a proper one and is 
pertinent to the subject. TL never remove the adnexa on one side (at least where there 
is any question of saving anything on that side) without examining the other side. 
In this instance there was absolutely nothing to save on the left side. The ovary 
was completely cystic and the tube was firmly adherent and we had to get it out 
in a ragged state. It was hopelessly diseased and in this case its removal did not 
make any difference. As a rule I think it is a good thing to emphasize that one 
should always examine hoth sides before beginning to operate oa one side and 
to try to save as much ovarian tissue as possible. The tube in these cases does 
not amount to anything, because if it is found necessary to remove the ovary, the tube 
is of very little use. On the other hand, all of us have opened up closed tubes in 
the hope they would remain patent, but judging from the results very few have 
been successful. To am still doing it in the hope that some of these cases will be sue 
cessful as two of my cases have been, resulting in subsequent conceptions, 

In regard to the temperature, it is very interesting that whenever the subject 
of ectopic comes up each one is able to give a different opinion, In the beginning of 
my career in this work I was interested te find, because it created some errors in 


diagnosis, that of 9 cases which [ reported at that time, 5 of them had tempera- 


tures running above 102° and 103°, and one had a temperature of 104°. There was 
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absolutely no other condition to account for the fever. They all also had pretty high 
blood count. 

Temperature, therefore, does not help in the diagnosis of whether the patient has 
diseased adnexa or ectopic, because in a large percentage of cases there may be a tem- 
perature of 102° or 103°. 


Dr. O. Paut Humpsrone presented a specimen of Multiple Fibroids of 
the Uterus Complicating Carcinoma of the Cervix. 

The specimen was removed from Mrs. A, H. at the Methodist Hospital, Brooklyn, 
a few days ago. It is presented because of the unusual multiplicity of pathology 
Which increased the difficulties of operation. 

The history is as follows: Mrs. A. IL, age forty years, admitted to Methodist 
Hospital Dee, 6, 1920. Chief complaint: Bleeding from vagina, with foul smelling, 
thin brownish discharge, Jlistory: Married 21 years, 1 child, 1 miscarriage years 
ago. Weight, best 162, usual 158, present 152. Menstruation always regular, large 
flux, last period 5 days ago. Last April (S months ago) began to have bleeding 
from vagina which appeared onty when she strained at stool or exercised more than 
No 


main. Menses have recurred regularly. Bled profusely during examination, vagina 


usual, Her usual leucorrhea became brown in color and very foul smelling. 
packed and patient sent into hospital. 

Physical Examination: Fairly nourished, not particularly anemic looking, gray- 
haired woman, resting quietly in bed; very foul odor emanating from vagina. Looks 
much older than forty, at least fifty-five. Heart and lungs normal. Abdomen: Re- 
Jlaxed muscular wall. There is a definite lobulated tumor extending up from pelvis, of 
firm consistency, not tender, hand’s breadth above symphysis. Vaginal: Very foul 
smelling, thin, serosanguineous vaginal discharge. A soft friable mass has replaced 
the cervix, bleeds easily, not involving vaginal wall. Uterus is much enlarged. Pre- 
operative Diagnosis: Carcinoma of cervix uteri, 

Pathologic Report: The entire specimen weighs 1000 gm, The body of the uterus 
is spherical and measures 11x11xl1 em, the seat of multiple fibroids. The uterus is 
sharply constricted at the internal os, below which is an expanded cervix measuring 
6 em. in diameter, The external os is surrounded by a bulky, soft, friable, cauli- 
flower carcinoma, There is a cuff of normal vaginal wall 4 em. long, The tubes 
are normal. Ovaries not remarkable. In one broad ligament is a cyst 5 em. in 
diameter. Microscopic cramination: pithelioma of the cervix uteri, Ewing’s 


Carcinoma, 
DISCUSSION 


DR. W. P. WEALY.—TI just want to say one word about the non-use of radium 
before operation. Dr. HWumpstone said he did not think it would benefit the patient 
to use it ahead of time as he was going to use it promptly afterwards, 

It seems to me that it is well worth while to use it before the operation because 
during the course of the operation the tissues in both broad ligaments are going to 
be opened up widely and a good many cancer eclls may be seattered and they may 
not be within reach of the radium after the operation, whereas they are within reach 
of the radium before the operation, The radium will diminish their efficiency, their 
activity, if it does not result in the entire disappearance of the cells even after they 
leave the original site and may be carried elsewhere in the lymphatics, It may destroy 
the cells entirely before operation. I think it is unwise not to radiate these cases 


before operat ion, 
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DR. HOWARD C, TAYLOR.—By using radium before operation, many cancer 
eells can be killed and the chance of the implantation metastases undoubtedly is 
lessened, 

I think there is one more thing which might be touched on and that is the question 
of infection. There is no doubt, no matter how careful one may be in operating on a 
ease of carcinoma of the cervix, that the risk of infection is considerable. Infection 
is one of the most frequent causes of death following such operations, If radium is 
used before operation, the cervix diminishes very much in size and the chance of 


infection after the operation is distinetly less than if radium is not used. 


In my judgment there are two things to be gained by the use of radium, one the 
lessening of the chance of infection and the other ihe lessening of the chance of 
implantation of metastases in the immediate vicinity. 

The time that it is necessary to wait after the application of radium before oper- 
ating is still undecided, If the operation is done too soon the tissues will be found to 
be edematous and there may be an increased risk of infection and of hemorrhage. 
There may be a lowered healing power in the tissues after the use of radium as 
there is after a burn and this may predispose to infection. It has been claimed if 
the operation is delayed too long the normal planes of cleavage are obliterated and 
the operation made more difficult. [T have operated within a week after the use of 
radium and as late as four weeks and have had no special trouble. My present 
custom is to operate at the end of two weeks, 

DR. WW. N. VINEBERG.—TI would like to ask Dr. Taylor a question. In a case 
like this, where the growth is so extensive and so large, would the one application 
of radium, as [ understood him to say, and waiting ten days, have a beneficial effect 
upon such a large cauliflower growth ? 

DR. HOWARD TAYLOR. \bsolutely, and T think that that cervix would by 
cut down half in size at the end of two weeks under one application, 

DR. O. PL HUMPSTONE.— The reason the patient was not radiated (Loam heartily 
in accord with Dr, Taylor’s statement about radiating first) was that she was bleed 
ing so profus ly. ILer hemoglobin was low and she hed to have a pack in the vagina 
until she was putoon the table. She kept on bleeding in the hospital. 

Recently at the Mayo Clinie this subject was discussed while we were there and 
the time that operation should be done after the primary use of radium was touched 
upon, Out there they are in accord with operating within a very few days after 
the use of radium. In a ease TL saw them operate on, the edema in the tissues was 
very marked and was even enough to disturb one a little in identifying the ureters. 
My idea in this case was that if if had heen radiated first it would have lessened 
the operability. 


[ might say that the patient is convalescing, 


Dr. A.C. Beek read a paper entitled The Advantages of the Two Flap 
Low Incision Cesarean Section. (lor original article see page 586, 
March number. ) 

DISCUSSION 
DR. A. B. DAVIS.—By this method patients have been saved who would un 
doubtedly have died by the classical cesarean operation, That was one of the dread 
ful things about cesarean section ino my early experience, when we had to take tre 
mendous chances and our mortality was very high, whereas by this method evidently 
half the number of children have been saved. TT have not used this method of operat 


ing, I have probal ly done 15 or 16 cnses of extraperitoneal cesarean section of 
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the old gastroclytrotomy type. I started in that way a number of years ago and 
rather purposely kept on in order to try out this method. The operation is certainly 
very difficult and dangerous. My results, stating them offhand, [I cannot give you 
definitely. I shall publish them later. As I remember it, I have lost one mother and 


three children. All of them were desperate risks for any operative delivery. I have 
done all of that type of operating that I intend doing. I am satisfied that the 
child can be delivered with greater case and with less risk to the mother, and prob 
ably with as good results by an operation such as Dr. Beck mentions. 

I believe that passing a fine linen stitch close to the endometrium gives a better 
apposition and prevents leakage, 

As to hemorrhage in any cesarean section: We have arrived at a point where 
we do not regard that very much. We do not see very much hemorrhage, It is the 
rarest thing to even tie a vessel in the Gperation for cesarean section, 

It is not my experience that we have extensive adhesions on the uterine wall 
in repeated cesarean sections. I suppose that I have done probably 200 cases that 
have been repeated. It is the exception to find extensive adhesions and there are 
more of them with practically no adhesions on the uterine wall. I think we will 
find adhesions after most laparotomies of the omentum to the parietal peritoneum 
under the old sear, 


As to the delivery of the baby in these low operations: IT have not been able to 


use foreeps successfully in delivering these children. Being rather accustomed to 
doing versions and alvo to delivering children by the feet in the ordinary cesarean 
section, have done versions, and find that I am better satisfied with that 


way of delivering than with forceps or any manipulation that I can get in de- 


| often in these cases we not only have an infected 


livering by the head, because very 


patient, but we are very apt to have more or less tonie contraction of the uterus, 
fitting down tightly about the child. 


DR. H. BL. MATTHEWS.—I am thoroughly in accord with the operation where it 
is indicated. Some of the operators who are doing this, as Dr. Beek showed, have 
done it on cases in which it seems to me it was not indicated; that is, on perfectly 
clean cases in which the classical cesarean section could have been done just 
well, 


as 


I shall take up just a few advantages and disadvantages. 

The flaps are easily made, although in separating the bladder, there may be 
quite a little hemorrhage. 

With respect to hemorrhage from the lower uterine segment: It seems to me that 
in the cases which T have seen, this has been rather profuse, Theoretically, there 
must be a line in the lower uterine segment, and I am of the opinion that if one 
could exactly hit it, one might not have so much hemorrhage; but in the cases in 
which I have helped Dr, Polak and in the cases T have done myself, including the one 
that Dr. Beck reported, and in the 11 cases that Dr. Welton did, 7 of which were 
on my service at the Greenpoint Hospital, the hemorrhage was quite severe. I will 
say, however, that it gives one no particular trouble for the reason, as Dr, Beck 
showed, that with the stitch below and the stitch above and with the assistant pulling 
it up, the hemorrhage is controlled very nicely. 

In regard to the delivery of the child: Dr. Davis spoke about something that makes 
it easier than delivering the head first; namely, by version. That makes it very much 
easier. I have often wondered, though, if you wouldn’t rupture the uterus. In the 
last case which, I did, a couple of weeks ago, and which was reported by Dr. Beck, 
we had quite a hard time turning the baby, and I am led to believe that there is a 
possibility that one might rupture the uterus if the woman should happen to be in 
labor for a long time with a thinned-out lower uterine segment. I think that, as a 


rule, the easiest way to deliver the baby is by the feet, 


= 
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With regard to adhesions: It is easy to see why you would have fewer adhesions 
with the low incision, for the reason that it is well peritonized, IT have done 5 opera- 
tions. Three of those had adhesions, although they were not extensive, and had not 
given rise to any symptoms. The other two had absolutely no adhesions, 

The hemorrhage that is produced in separating the bladder and that which occurs 
in making the incision, causes hematoma in the lower part of the flap which, in my 
opinion, accounts for a good deal of the temperature. 

In the matter of subsequent deliveries: I shall not Suy much about that because I 
have not observed any, but I see no reason why a delivery should not be allowed to 


yo uhead. It is no more, as Dr. Beck said, than an anterior hysterotomy or vaginal 


cesarean section, and if the wound is sewed up aecording to the way he said it should 
be, [ see no reason why one could not dilate the cervix and deliver a baby. 

In regard to the way in which peritonitis spreads: When you raise these flaps, you 
vive free aceess to the drainage which breaks through the wound, through the 
cervix, or the pus may also ese: pe beneath the flips and go out into the parametrium 
Where there is good lymphatic drainage. In the specimen shown it seems that the 
peritonitis extended through the Ivmphaties through the broad ligaments and out 
that way rather than out into the parametrium and through the lymphatics. Of 
course, it did not go through the flaps because they were intact, so it must have gone 
the way [I have indicated. In other words, if the patient is frankly infected at 
the time of operation, this operation would not save her. 

\s I said before, the exudate under these flaps would be a cause for a longer 
period of convalescence, and [T also think it would account for the higher rise of 
temperature in these cases than that in the average classical cesarean section, Com 
paring the temperature in clean cases done by classical cesarean section with clean 
cases done by this method, there is a higher temperature in cases done by the low 
incision cesarean section because of the character of the procedure. IT might add 
that I have reeently discharged a case done by the elassieal cesarean seetion in 
Which the temperature was never above 99° FL In most of the eases which have 
been done by me aecording to the method under consideration, the patient ’s have 


had temperatures of TOL°, 102° and 105°, but it might also be stated that they got 


well because of the fact that it is an extraperitoneal operation, 

DR. G. W. KOSMAI.—I would like to ask Dr. Beck why he considers it necessary 
to delay the delivery of the placenta until such time as the uterine sutures are in 
troduced. It seems to me that that would complicate the procedure very much. Why 
does he prefer that to taking out the placenta before inserting the sutures? 

DR. W. P. POOL.—IF think there need be no hemorrhage in separating the lower 
flap if ordinary care is taken, There is a number of large veins crossing over the 
peritoneal surface, In the division of the flap one is very likely to cut through some 
of these veins and possibly tear others in turning it down. In one ease that T did 
there was a good deal of hemorrhage during the delivery of the child. T did not 
appreciate it until after the child was delivered, 

I think that before incising the uterus, the operator should be eareful to secure 
the veins in this locality. There is not much hemorrhage from the division of the 
muscle of the uterus in this locality. 

DR. O. P. HUMPSTONE.—I would like to ask Dr. Beck what his fetal statisti-s 


are. IT think a warning should be given not to use the procedure in placenta praevia, 


DR. A. BECK (closing ).—With regard to hemorrhage, IT wish to state that it 
has never been troublesome in any of my own cases. Several operators, however, have 
called my attention to its occurrence. If one does not adhere to the midline, hem 
orrhage undoubtedly may occur, 


The specimen which T have shown illustrates the fact that our operation certainly 


| 
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minimizes the possibility of abdominal adhesions. The large adhesion on its anterior 
surface was the result of a former high cesarean section. 

As one acquires experience from repeated operations, the necessity for the use of 
forceps in the extraction of the child will seldom be present. No great haste is required 
for the extraction. As suggested by Dr. Davis, version usually is an unsatisfactory 
method, as most of the cases were done a number of hours after the membranes had 
ruptured. In these cases the uterus is moulded tightly about the child, and a rupture 
is very liable to result, should version be attempted. 

In my experience, and that of Dr. Polak, the indications for this operation are the 
usual cesarean section indications, provided, of course, that the patient ’s condition is 
such that the few additional minutes required by our technic will not prove detrimen- 
tal. Both Dr. Polak and myself are following this technic even in elective cases, be- 
cause we feel that the fewer adhesions, the smoother convalescence, the stronger uter- 
ine scar, are advantages which warrant its use whenever possible, 

Dr. Matthews brought up a very interesting point when he mentioned the possibility 
of increasing the risk of infection through the lymphatics by the dissection of the two 
peritoneal flaps. Theoretically that is possible. Practically it is not the case, as our 
statistics show an exceptionally low mortality in cases which were potentially infected. 

In reply to Dr. Nosmak TL might say that the sutures are introduced before the re- 
moval of the placenta, during the interval required for, the uterus to contract. It has 
been my experience that the hemorrhage from the placental site is less if we will wait 
a few minutes after the extraction of the child before separating and removing the 
placenta, Of course, the sutures are not tied and my hand is passed between two 
of them when [ separate and remove the placenta, 

The fetal mortality when this technic is followed is no greater than that which is 
obtained in the Singer operation, If the fetal heart is good at the onset of the opera- 
tion a living child should be obtained in one hundred per cent of the cases. 

It is a question whether this procedure should Le followed in cases of placenta 
previa, In three instances I have encountered the placenta in the lower segment. 
Two of these were not accompanied by abnormal hemorrhage, In the third the hem- 
orrhage was rather marked, but not alarming. Because of the potential dan 


‘rin this 


respect, IT personally would hesitate to follow this technie in placenta previa. 


OBSTETRICAL SOCIETY OF PHILADELPHIA. MEETING OF 
DECEMBER 2, 1920. 


THe PrResipent, Dr. Enwarp A. SCHUMANN, IN THE CHAIR. 


Dr. J. of Baltimore, presented a paper entitled The 
Problem of Effecting Sterilization in Association With Various Ob- 
stetrical Procedures. (I*or original article see page 783.) 

DISCUSSION 
DR. JOHN G, CLARK.—I am glad to hear Dr. Williams say that he has not taken 
up the consideration of radiation for the purpose of sterilization. To begin with, 
radiation in sufficient dosage in young women to cause sterilization would unquestiona 
bly cause a premature menopause, which is most undesirable. It would be far better 


to follow one of the operative procedures which he has suggested. In four instances 


in which we haye used radium for the purpose of stopping excessive hemorrhages, 
two of whom had myomas, pregnancy has occurred subsequently. In one, a very re- 
markable case, all of the manifestations of the menopause supervened, After, how- 
ever, the disappearance of the fibroid the size of an orange, the woman became preg- 


nant and went to term. 
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Tam rather puzzled to find that Dr, Williams goes to the trouble of burying the end 
of the tube in the broad ligaments, for we have had uniform satisfaction in producing 
sterilization by detaching a wedge-shaped incision of the isthmal portion of the tube 
from the uterine cornua, This is a simple procedure, not attended with danger, and is 


most effective in giving the desired results, 


DR. RICHARD CC. NORRIS.—Dr. Williams, it seems, favors hysterectomy as a 
means of sterilization. I think one of the vital questions is to decide, whether the 
uterus is of real value to the woman. Is she, in the future, better off if she is steril 
ized by one of the methods which does not remove the uterus, or is she just as well 
off if the uterus has been removed?) There is in recent years an increasing belief that 


ean itself valuable 


the uterus should be conserved and that there is something in the org 
to the woman. Personally I believe that we should leave the uterus, and that we ean 
be just as successful in sterilizing the woman in our cesarean section cases, unless 
there is infection. If the question is simply one of sterilization my attitude from 
my present knowledge would be to save the uterus and resort to cornual excision, I 
recently saw a case of grave heart disease in which T thought it justifiable to terminat 


pregnaney, The same question is always presented in such cases as Dr, Williams has 


mentioned, ‘*If it is right to terminate pregnancy in these grave cases is it right to 
sterilize???’ | believe that, if for serious chronic ailments we are going to terminate 
pregnaney, it is justifiable to sterilize the patient. T believe that in these gravely ill 
women with had heart and kidneys in early pregnaney a vaginal operation is safer for 
the women, Unfortunately we must wait, after inducing abortion, until involution has 
sufficiently reduced the size of the uterus to permit of cornual excision through an in 
cision of the anterior vaginal wall. In the matter of sterilization at the time of 
cesarean section Tsay to the woman who has had two cesarean sections with two chil 


dren, ‘*Why not consider the advisability of not having any more?’’ 


Usually ou 
patients follow our advice in such matters. Regarding Dr. Hirst’s technic, it seems 
to me that its essential feature is successful closure of the uterine cornua. Uniting 
the cornual ends of the tubes can have no effect upon the entrance of an ovum into 
the uterus. If either cornu becomes patulous, some influence would bring the ovum 
and a spermatozoon together and, united, they could enter the uterus. deliberately 
cut out the cornu of the uterus and sew the cut musele together, Until the radium 
experts settle the question whether radium sterilizes ovarian function and thus omits 
menstruation or brings about that result by varying degrees of burns of the endo 


metrium, L shall continue to use surgical means of securing sterilization. 


DR. CHARLES P. NOBLE.—-We all must feel that Dr. Williams shows the greatest 
conservatism in his presentation, end surely, if there should be a change in the future 
it would be toward « greater rather than a less use of sterilization. The special point 
raised by Dr. Norris with reference to the welfare of the woman depending upon 
Whether she has hysterectomy or the tubal resection operation done, interests me. In 
my judgment women with sound constitutions do not suffer from hysterectomy in the 
sense of postelimacteric neuroses. It is women having defective constitutions that 
develop postelimacterie neuroses and psychoses. [T would ask Dr. Williams whether in 
the various indications for sterilization the personal constitutional status of the pa 
tient and her supposed capacity to bear children desirable to the state, were used as 
a basis for decision, In other words, did the eugenie point of view enter into con 
sideration as to the desirability of sterilization? 

DR. GEORGE M, BOYD.—In my early sterilization operations, I did a section of 
the tube at a short distance from the uterine cornu. T had a failure, and sinee then 
[ have done an operation similar to the one just described by Dr. Williams, making 


a V-shaped incision at the cornu of the uterus. Pregnancy has not followed this 


operation. TI have recommended sterilization in cesarean section in enses where the 
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mother has two healthy children and she wished the operation, With the uncertainty 
of success in whatever tubal operation is performed, hysterectomy in certain selected 
cases will always fill a field of usefulness, particularly in women approaching the meno- 


pause, 


DR. STRICKER COLES.—In my experience with toxemia, eclampsia, and Bright ’s 
disease, only in a very small number of cases has there been any indication for sterili- 
zation, Some cases of toxemia when it was necessary to interrupt pregnancy have sub- 
sequently borne children. One case having very severe case of eclampsia later had 
two children without trouble and this woman is still living 20 years after the eclamp- 
sia. In acute Bright’s disease in pregnancy I have never seen a case in’ which 
sterilization was justified. 

DR. LIDA STEWART COGILL.—I agree with Dr. Norris that probably the uterus 
had better be saved unless some reason arises counterindicating this. IT have one case 
in mind of cesarean section followed by sterilization. The patient had asked that she 
be sterilized. The child has proved rather delicate and the mother is anxious for a 
second child, and has asked me if it is possible to have the tubes restored that she 
might become pregnant. [T would ask Dr, Williams whether he has met such a condition 


in Which the patulous character of the tubes was asked to be restored, 


DR. DANIEL LONGAKER.—The plan followed in my early cases was double liga 
tion and excision of the tube. In one operation done about twenty years ago there 
has been no recurrence of pregnancy, In our later operations we followed the plan 
of excising the tube at its uterine end, burying the end under the broad ligament 


and suturing the cornua. There have been no recurrences, 


DR. THEODORE A, ERCK.—TI would like to ask Dr. Williams whether he has met 
eases in which a temporary sterilization seemed advisable. I have in mind a fine 
young woman in good health without kidney disease who has given birth to one child. 
In two succeeding pregnancies she suffered from grave toxemia, requiring abortion, 
She is again pregnant, and in spite of careful attention, is again toxic. It seemed 
to me that in her ease a temporary sterilization for several years might be tried, as she 
is extremely anxious to have more than one child. 

DR. GEORGE ERETY SHORMAKER.—Excision of the cornua seems to be highly 
important if sterilization is to be effective. It is rather peculiar, what a strong effort 
Nature makes to preserve the patency of any uninjured portion of the tube. If we 
leave a small channel through the uterine muscle it is sure to remain open. The other 
day in excising the tube hy the wedge-shaped method [ was interested to see a couple 
of millimeters of the lining of the tube extruding, illustrating how easy it would be 
in removing a tube to have some of the actual lining remain. 

DR. WILLIAMS (closing).—I make it a rule never to sterilize a patient at the 
first cesarean section unless it is indicated by the existence of serious disease. At the 
second section if the woman insists upon it, I sterilize her, but generally speaking I do 
not advise the delivery of more than three live babies by cesarean section. When 
sterilizing the latter type of women IT would rather take the uterus out. In recent 
years L have thought that perhaps I was too radical and consequently L have resorted 
more and more to the tubal operation. I have not had Dr, Norris’ experience with 
the broad ligament, as we can extraperitonize the stump in practically all of these 

Replying to Dr. Noble, IT have not sterilized from the eugenie point of view, As 
soon as we begin to do so, we are sure to get into serious difficulties concerning indica 
tions; it is impossible to face many of the factors concerned with an open and 
unprejudiced mind, so that we would tend to become ‘‘uplifters’’ instead of rational 


medical men, 
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Collective Review 


The Views of Primitive Peoples Concerning Conception and the Puer- 
perium 


By JONATHAN Wricut, M.D., 


Much stranger to us than the mistaken ideas primitive man deduced 
from the phenomenon of menstruation,* seems the fact, realized late in 
sociological studies, that primitive man did not at first know that the 
conception of the child in the womb is dependent on sexual intercourse, 
but from this has arisen in almost every religion tales of miraculous 
conception due to other sources. Frazer has pointed out that it was 
owing to this ignorance of the physical intervention of paternity that 
the primitive mother explained to herself the quickening of the child 
in her womb as due to the entrance of a child-spirit from some external 
object—a tree or fruit, a beast or bird. It is intimated that from this 
arose the social complexities of the totem. Into this vexed question 
fortunately if is not our funetion to enter. With more regret, be- 
cause of much absorbing and obvious interest in the subject, we are 
preeluded from entering upon many of the other divagations of thought 
which have flowed from this primeval ignorance, imputed even to the 
first pair in the Garden of Eden. Owing to the promiscuity of the 
sexual relation in many primitive tribes, most pronounced on the 
average in those lowest in culture, we are free to argue that the very 
naturalness and freedom with which this was practiced prevented the 
human animal at first from realizing the connection between the sexual 
act and the process of gestation. This may readily be understood when 
it is realized that there are many tribes in which children cohabit 
regularly with one another, often long before puberty in either sex. 
Most accounts testify to the injury to the health from the practice. 
The testimony to these facts is so overwhelming that nothing but a 
lack of taste is likely to induee any one, not especially concerned with 
the subject to dilate on it." Mr. Frazer'! summarizes Australian 
theories as to the causes of coneeption thus: ‘Curiously enough they 
do recognize it as the eause of conception in all animals, and pride 
themselves on their superiority to the brutes in that they are not in- 
debted for the continuance of their species to such low and vulgar 
means. The true causes of conception in a woman, according to them, 
are four in number. First, she may have received a particular species 
of black bream from a man whom the European in his ignoranee would 
eall the father; this she may have roasted and sat over the fire inhaling 
the savory smell of the roast fish. This is quite sufficient to get her 
with child. Or secondly, she may have gone out on purpose to catch 


*See Review of Literature on Menstruation in this Journal, January, 1921. 
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a certain kind of bull-frog, and if she succeeds in eapturing it, that 
again isa full and satisfactory explanation of her pregnancy. Thirdly, 
some man may have told her to conceive a child, and the mere com- 
mand produces the desired effect. Or, fourth and lastly, she may have 
simply dreamed that the child was put into her, and the dream neces- 
sarily works its own fulfilment. Whatever white men may think about 
the matter, these are the real eauses why babies are born among the 
blacks on the Tully River.’?? The Rev. Mr. Roscoe'’ says of the Ba- 
ganda: ‘‘While the present generation know the cause of pregnancy, 
the people in the earlier times were uncertain as to its real cause, and 
thought that it was possible to conceive without any intercourse with 
the male sex. Hence their precautions when passing places where 
either a suicide had been burnt, or a child born feet first had been 
buried. Women were careful to throw grass or sticks on such a spot, 
for by so doing they thought that they could prevent the ghost of 
the dead from entering into them, and being reborn. Women, who 
were found to be with child in circumstances in which they ought not 
to be with child, might deny any wrongdoing on their own part; they 
might affirm that some flower falling from a plantain upon them while 
they were digging, had caused them to become pregnant. If the reader 
considers what a close connection was thought to exist between the 
plantains and the ghosts of the afterbirth, and also how the ghosts 
of ancestors were thought to reside amongst the plantains, he will 
readily understand that the conception was supposed to have 
taken place by the reincarnation of one of the ghosts.’? This 
comes very close to the Christian version of the Immaculate Coneep- 
tion, though the author does not make that remark, but instead: ‘‘The 
woman who pleaded she had become pregnant by the falling of a plan- 
tain flower upon her back, was apparently not punished, as was the 
case with a woman who had committed adultery.’’ Frazer,’* who 
gives his own turn of phrase to this, literally cited from Roscoe, re- 
marks: ‘*What more natural than that a ghost should lurk in each 
flower and dropping adroitly in the likeness of a blossom on a woman’s 
back, effeet a lodgement in her womb ?’’ 

Though T doubtless am quoting from some of the sourees from which 
Mr. Frazer, in the above, has derived some of his own information, I 
note that Spencer and Gillen’! describing the tribes of Northern Cen- 
tral Australia sav: ‘‘To cause a child to enter a woman a Kaitish 
man will take a Churinga (Churinga is a bull roarer) and earry if 
to a spot at whieh there is a special stone called ‘kwerka-punga’ (child- 
stone), which he rubs with the Churinga, at the same time asking 
the kurinah, or spirit of the child, to go straight into the woman. 
In the Arunta we have just the same belief in these stones inhabited 
by children who can by magic be made to go into any woman, but 
in this tribe the Churinga is not used as it is by the Kaitish people.’’ 

As to the ceremonies of circumcision and especially subineision, ‘‘the 
ceremonies can never have had any reference directly to procreation, 
for the simple reason that the natives, one and all in these tribes, be- 
lieve that the child is the direct result of the entrance into the mother 
of an ancestral spirit individual. They have no idea of procreation 
as being directly associated with sexual intercourse, and firmly believe 
that children ean be born without this taking place. There are, for 
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example, in the Arunta country certain stones which are supposed to 
be charged with spirit children who can, by magie, be made to enter 
the bodies of women, or will do so of their own aceord. Again, in the 
Warramunga tribe, the women are very careful not to strike the trunks 
of certain trees with an axe, because the blow might cause spirit 
children to emanate from them and enter their bodies. They imagine 
that the spirit is very minute,—about the size of a small grain of 
sand,—and that it enters the woman through the navel and grows 
within her into the child.’? Aecording to Frazer, it was especially 
prominent in the belief as to the soul. At first a supernatural being 
Was supposed to supply the Australian woman with babies made out 
of mud, introducing them into her body. Then it was the soul or spirit 
Which was thus introduced. Naturally they supposed this was pro- 
cured from the body of some corpse, especially of a child. A woman 
stepping over the body or the representative of the body or its soul 
Was supposed to be impregnated with the soul of the dead child. It 
seems quite plain that in all this we are justified in supposing that 
there existed the germs of the belief in the resurrection, metempsy- 
chosis, the future life, ete., ete. ‘Amongst the Arunta, Luritcha, and 
IIpirra tribes, and probably also amongst others sueh as the Warra- 
munga, the idea is firmly held that the child is not the direct result of 
intercourse, that it may come without this, which merely, as it were, 
prepares the mother for the reception and birth also of an already-formed 
spirit child who inhabits one of the local totem centers. Time after 
time we have questioned them on this point, and always received the 
reply that the child was not the direct result of intereourse.’’'’) Neu- 
hauss' says that in New Guinea ‘fone may not think it possible, yet 
it is a faet that some women in all seriousness deny there is any rela- 
tion of sexual intercourse to the supervention of pregnancy. They are, 
however, in the minority, though animistic beliefs tend to render others 
uncertain as to it. * * * These imagine the part the man plays 
is of only secondary importance. The child is really formed in the 
mother’s body and is released from its attachment by the act of coitus.”’ 

Ilow primitive man came by the correct idea finally is not very clear 
from the reports, though it may be inferred. It may also be easily 
understood how it eame that he soon associated the idea of animal 
procreation with the fertilization of plants. Into all of this Frazer goes 
very elaborately, but from it we must refrain. 

One of the most remarkable of customs, based upon, it is diffieult 
to say just what, is the ‘‘ceouvade,’’ deriving its French name from the 
old Comté of Béarn, where, as in many other fairly civilized regions it 
is said still to linger. Manifestly this remarkable custom must have 
originated at a stage of culture subsequent to the period in) which 
primitive man beeame aware of the part played by man in fecundating 
the female. Instead of nursing care being given to the parturient 
woman, her husband receives not only the attention of nursing after 
the birth of a child, but is subjected to regulation of his diet and his 
actions before the birth of the child. Roth'? says: ‘‘To the so-called 
civilized portion of humanity the custom appears exceptionally bar- 
barous in its treatment of the suffering wife, and at the same time if 
seems extremely absurd. So absurd does it seem to us that every one 
on first reading about it smiles incredulously as though some traveller’s 
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tale were being recited. But the effect on the woman is nothing like 
what we imagine it to be, for among savages we find almost every- 
where that women are delivered with little pain or trouble.’’ He 
cites the custom as existing or having existed in Europe, Asia, Africa 
and America. So numerous are the localities, times and tribes men- 
tioned that I refrain from transeribing them, but refer the reader 
to his article. The reasons given, while not so numerous, cannot all 
he here mentioned either. ‘‘The reasons assigned for practising the 
custom are as varied as the eustom itself, and the explanations offered 
by travellers who have met with it, as well as by those who have 
studied it, are widely divergent. Mareo Polo was informed that the 
origin of the custom in Zardandan was due to the fact that the women 
having had a hard time of it, it was only fair that the man should have 
his share of the suffering. In the Antilles, Du Tertre states, the father 
was debarred from a variety of animals as food lest by his partaking 
of them the child should afterwards display as vices the peculiar weak- 
nesses of these animals. This interpretation agrees very thoroughly 
with that found to exist in Guiana by Messrs. Brett and Im Thurn. 
Spix and Martius say that among the Mundurucus the custom arose 
from the idea these people entertained that the child is solely the 
father’s, the mother’s share in the bearing and bringing forth being 
likened unto that of the earth, which in plant life simply receives the 
seed.* This is the view Southey found recorded, thus: ‘It was their 
opinion that the child proceeded wholly from the father, receiving 
nutrition indeed and birth from the mother, but nothing more, from 
which Dr. Ploss argues the custom may have arisen out of a desire 
on the part of the community to make the father answerable by his 
conduet for the welfare of the child.’ ’’ And it is bound up usually 
with customs and taboos into which also we cannot fully go, but some 
idea may be given of them. Skeat'* says of the Malay couple, when 
conception has become evident: ‘*The wife, meanwhile, has to be 
* * * circumspect. She bridles her woman’s tongue resolutely, 
and no word in disparagement of man or beast passes her lips during 
all these months, for she has no desire to see the qualities she dis- 
likes reproduced in the child.’’ But it was not only the mother who 
had to be careful, but the father: ‘Before the child is born the father 
has to be more than usually circumspect with regard to what he does, 
as any untoward aet on his part would assuredly have a prejudicial 
effect on the child, and cause a birthmark or even actual deformity, any 
such affection being called kenan. In a case which came to my notice 
the son was born with only a thumb, forefinger, and little finger on the 
left hand, and a great toe on the left foot, the rest of the fingers and 
toes on the left side being wanting. This, | was told, was due to the 
fact that the father violated this taboo by going to the fishing-stakes one 
day and killing a crab by chopping at it with a cutlass * * *” 

The ‘‘couvade exists among the Aztecs northwest of the city of 
Colima; at the birth of a child the husband goes to bed instead of the 
wife and mother.’’!” 


Aranzadi*’ says it still exists in Northern Spain 
in a modified form, where Strabo noted the custom among the ancient 
Celtiberri. Ripley,?’ however, casts doubt on its present practice there. 

We find 11 idea predominant in the 


his origins of Greek medicine and widely prevalent. in 
the medicine of later times 
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Ile says that among the Basques ‘‘this statement has never been sub- 
stantiated in modern times; although the observance, found sporadi- 
cally all over the earth, probably did at one time exist in parts of 
Europe. Diodorus Siculus asserted that it was practiced in Corsica 
at the beginning of the Christian era. There is no likelier spot for 
it to have survived than in the Pyrennees, but it must be confessed 
that no direet proof of its existence ean be found today, guide books 
to the contrary notwithstanding.’’ However that may be it is found 
today among many, though by no means among all, primitive men in 
other regions of the globe. According to Simson: ‘Sit is rife amone 
the Jivaros in the wilds of Ecuador, and at the birth of a child, the 
mother has to undergo all her parturient troubles outside the house, 
exposed to the elements, whilst the husband quietly reelines in the 
house, coddling and dieting himself for some days, until he has re- 
covered from the shock produced upon his system by the increased 
weight of his responsibilities as a father. This custom is still also in 
some measure extant in many of the eivilized villages on the Soli- 
moes, Where, amongst the Tapuyos, and even degrees more approached 
to white, the father, on the birth of a son or daughter, lays himself 
in the hammock, from which he will not move on any consideration, 
to do any kind of work, nor especially to touch any cutting instru- 
ment, fearing thereby to exercise evil influences upon the healthy de- 
velopment of the child.’?? Aecording to Ratzel,** Dobrizhoffer, who 
was an early missionary in this region, reported it, saying the husband 
lies “fup a whole month and eats only cassava bread or little fishes 
taken by means of the nicou-plant. Any breach of the rules may 
result in the child’s dying or growing up vicious. Even the whites 
in some so-called civilized places on the Amazon believe that the child 
will not thrive if the father does not remain some days inactive in the 
hammock,”’ 

Tyvlor*! relates at length instances of the couvade performances and 
comments as follows: ‘‘We have laid open to us in these accounts a 
notably distinet view, among the lower races, of a mental state hard 
to trace among those high in the grade of civilization. The eouvade 
implicitly denies that physical separation of ‘individuals,’ which a 
civilized man would probably set down as a first principle, common by 
nature to all mankind, till experience of the psychology of the savage 
showed him that he was mistaking edueation for intuition. It shows 
us a number of distinet and distant tribes deliberately holding the 
opinion that the connexion between father and child is not only, as 
we think, a mere relation of parentage, affection, duty, but that their 
very bodies are joined by a physical bond, so that what is done to the 
one acts directly upon the other. The couvade is not the only result 
of the opinion which thus repudiates the physical severance that seems 
to come so natural to us: and this opinion again belongs, like Soreery 
and Divination, to the mental state in which man does not separate 
the subjective mental connexion from the objective physical connexion, 


the connexion which is inside his mind from the connexion which is 
outside it, in the same way in which most educated men of the higher 
races make this separation. Not only is it held that the actions of 
the father, and the food that he eats, influence his child both before 
and after its birth, but that the actions and food of survivors affeet 
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the spirits of the dead on their journey to their home in the after life.”’ 

We may trace some connection of these ideas with theories enun- 
ciated from philosophers of credit in our own eivilization. ‘* Lastly, 
we may leave it in the hands of Swedenborg, who declares that the 
soul, which is spiritual and is the real man, is from the father, while 
the body, which is natural and as it were the clothing of the soul, 
is from the mother. Here, he tells us, we may see the reason why the 
mind and disposition of the father is communicated to the children 
for generations, which seems a somewhat lopsided argument * * *, 
Like other magical fancies, the eouvade seems to belong to eertain 
low stages of the reasoning process in the human mind, and may for 
all we know have sprung up at different times and places.’’ 

We have had occasion to dwell repeatedly upoi ctie essence of this 
clear exposition of Tylor, who with so much genius has blazed a path 
to the mind of primitive man. To the savage—to Swedenborg and his 
spiritually minded followers—the differentiation between spirit and 
matter is not clearly drawn. With it are bound up the homeopathic 
and the telepathie ideas,—and it all is the quintescence of the ‘‘oceult’’ 
to us, but it must be realized to understand the evolution of human 
thought. At the same time we may perhaps conjecture that this idea 
often rose spontaneously in the mind of man when he first became aware 
that the child was the result of his participation in the sexual act. A 
new observation not infrequently leads to exaggerated inferences de- 
duced from it. Tylor’s argument would apply equally to the mother. 
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Selected Abstracts 


Extrauterine Pregnancy 


Wiegand: Statistics on Extrauterine Pregnancy. Monatsschrift fiir 
Geburtshilfe und Gynaekologie, 1920, li, 316. 


An analysis of 210 operated cases shows the following facets: Most 
of the cases were seen in patients between thirty and thirty-five years 
old. Three-fourths of the total number were women who had no, one 
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or two children, the actually highest number being 66 for women who 
nad been delivered once, as against 43 nullipare. In the case of the 
parous women the one observation was almost constant, that consider- 
able time had elapsed since the last confinement, the average of the 
total being five and one-quarter years. 

These observations support the general assumption that in the 
etiology of ectopic pregnancy acquired functional anomalies of the 
tubes play the most important réle. Sinee the tubal affections very 
often are bilateral, it is not surprising that 10 women of this series 
later passed through another operation for extrauterine pregnancy 
lodged in the other tube. Pathologie findings during operation in 
many instances furnished further proof for the inflammatory origin 
of the tubal alterations responsible for the anomalous insertion of the 
ovum. Four of the cases in this series were instances of ovarian preg- 
nancy. There was no case of far advanced ectopic gestation among 
them. Eight patients died, a mortality of 3.8 per cent, six of them 
clearly as the result of exeessive blood loss. Of the 2 others one sue- 
cumbed to sepsis, the other to tetanus 5 days after the operation. 

If. EuReENFEST. 


Stein: A Clinical Study of Ectopic Pregnancy; A New Etiological 
Theory. Medical Record, 1920, xevii, 478. 


Stein reports a study of 43 cases (7 per cent) of ectopic pregnancies 
out of a total of 580 gynecologic operations in the service of Dr. 
Haynes at Harlem Hospital. Tle did not find a long period of sterility 
as an antecedent to an ectopic pregnancy. Most cases occur in wometi 
under forty years of age. The etiology is obscure. The other tube 
showed evidence of inflammatory involvement in about one-fourth of 
the cases. Infection plays a minor role from the etiologic standpoint. 
Stein believes that the normal meeting place of the ovum and sper- 
matozoon is in the uterus and that the following factors may account 
for the meeting place in the tube: (1) late ovulation in regard to in- 
semination; (2) hypermotility of the spermatozoon; (5) lodgement of 
ovum in a recess or congenital ampulla of the tube; (4) mild salpin- 
gitis. Twenty-four of the 45 cases were correctly diagnosed. The 
author concludes that every patient who has missed her regular periods 
should be examined for and suspected of ectopic pregnaney. The 
proper diagnosis can be made in most eases, in some it would be ob- 
viously illogical, and in others apparently impossible. Operative in- 
tervention should be undertaken as soon as the diagnosis is verified 
whether the tube is ruptured or not. (". O. MALANp. 


Magid: The Relation of Ectopic Pregnancy to Chronic Endocervicitis. 
Medical Record, 1921, xeix, 435, 


The author summarizes his article as follows: Fertilization of the 
ovum occurs normally in the tubal lumen. Tubal nidation of the fer- 
tilized ovum results from an arrest of the fertilized ovum in its normal 
progress toward the uterine cavity. The only essential factor pro- 
duetive of such an arrest or impediment to the normal transit of the 
fertilized ovum is the presence of tubal diverticula or saceulations. 
They may be congenital or acquired. The congenital variety is ex- 
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tremely rare, while the acquired form is extremely common. The most 
prolific and constant cause of the acquired form, hitherto obseure in 
its etiology and course, stands revealed by Sturmdort’s investigations, 
as an insidious perisalpingitis, invariably resulting from chronie en- 
docervicitis. Chronie endocervicitis, with its resultant perisalpingitis, 
thus stands in the direet relation of cause and effect in the production 
of tubal gestation, and it follows as a logical deduction, that the erad- 
ication of chronic endocervicitis presents a prophylactic measure in 
tubal pregnaney. O. MALAND. 


Hirsch: Concerning the Etiology and Diagnosis of Extrauterine 

Pregnancy. Zentralblatt fiir Gynaekologie, 1920, xliv, 1062. 

The author reports an unusual case in which the reflection of the 
peritoneum was abnormal on the anterior and left border of the uterus, 
resulting in a definite band in the region of the uterovesical fold, 
which definitely kinked the tube near its attachment to the uterus and 
caused the arrest of the impregnated ovum. 

The author refers to the possibilities of diagnosis of extrauterine 
pregnaney, noting the value of rest, ice bag, and opium. When, in 
spite of the exhibition of this treatment, with normal temperature, 
the tumor remains unchanged and attacks of pain recur, and in spite 
of the attacks of pain the tumor decreases in sensitiveness, the diag- 
nosis is usually extrauterine pregnancy. 

The second measure is the intramuscular injection of ergot or pos- 
sibly pituitrin, whieh under ordinary circumstances will cause cessa- 
tion of bleeding, but which is without effect in the case of extrauterine 
pregnaney;-and third the frequent association of eysts of the ovary 
with extrauterine pregnancy. It is noted that Opitz found eysts seven 
times in 18 eases and that Fraenkel reckons their frequeney at one in 
every three or four extrauterine pregnancies. No reason is given for 
their occurrence, HW. M. Lirr.r. 


Norris: Icterus in Ectopic Gestation. Surgery, Gynecology and Ob- 
stetrics, 1920, xxxi, 34. 


Icterus is an occasional symptom of ectopic gestation and may be 
the symptom which determines the differential diagnosis. In its ab- 
sence, the gross and spectroscopic examination of the blood serum 
may show considerable quantities of blood pigments. 

ree blood in the peritoneal cavity, in the presence of a strong lytie 
substance or serum rich in protease, may be split with the production 
of hemotoidin which, again, is absorbed and appears in the blood 
stream. 

Three cases are cited. In two, icterus was pronounced and disap- 
peared promptly after operation. In a third case there was no icterus 
but the blood serum had a dark golden-brown color and both serum 
and urine gave a positive Gmelin reaction. R. KE. Wosus. 


Proust: The Culdesac Sign of Ruptured Tubal Pregnancy. Paris 
Medical, 1920, x, 115. 


Accumulation of extravasated blood in the posterior culdesae rep- 
resents one of the most valuable clinical findings for the diagnosis of 
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a ruptured ectopic pregnancy. But also in the absence of this aecumu- 
lation of blood deep pressure against the posterior fornix in cases of 
ruptured tubes causes a severe and typical pain, which will make the 
patient cry out even if she is half unconscious from the blood loss. 
This tenderness is explained by Proust as due to a peritoneal irritation 


hy the congestion present even if the hemorrhage is slight. In his 
hands this palpatory sign has proved of great practical value in the 
diagnosis of tubal pregnaney. Hf. MHRENFEST. 


Schiffmann: Spontaneous Cure of Young Tubal Pregnancies. Arch. 
fiir Gynaekologie, 1920, exili, 133. 


The most common, almost regular, outeome of a tubal pregnancy is 
tubal abortion or tubal rupture. 


Urgent symptoms eall for surgical 
interference, 


In the absence of alarming symptoms the ovum may be 
extruded gradually under formation of a hematocele. Slow resorp- 
tion of the latter finally may result in a spontaneous cure. In other 
instances the ovum after transformation into a mole is finally de- 
stroved by resorption. Various authors have expressed divergent opin- 
ions concerning this type of spontaneous cure, but A. Martin was 
thoroughly convinced of the possibility of sueh an occurrence if the 
ovum was very young. Careful microscopic study of a specimen, re- 
moved by the writer during operation, led to the definite conelusion 
that the ovum had implanted itself in the interstitial portion of the 
tube, apparently as the result of a salpingitis interstitialis. Rupture, 
however, did not lead to hemorrhage but to a peritonitis. Streptococei 
were found in the peritoneal eavity and in the tubal lumen. Examina- 
tion of the other tube showed in its interstitial portion a histological 
picture which permits of the definite deduetion that also this inter- 
stitial tube onee sheltered an ovum. A hemorrhage caused a hyaline 
degeneration and only partial resorption and organization of placental 
villi. 

Partial resorption of an ovum implanted in a tube was also strongly 
suggested by another specimen obtained during operation for sus- 
pected left tubal pregnaney. The tube contained a broad based, mush- 
room like, dark red vrowth, the size of a cherry stone. Microscopie 
examination revealed remnants of degenerated placental tissue, a 
typical pieture of mole formation. 

His own studies and careful consideration of all similar observations 
recorded in literature lead Schiffmann to the conclusion that resorp- 
tion and organization of a young ovum, implanted in the tube, repre 
sents not a common but a typical form of spontaneous cure. A small 
ovum thus may disappear completely without having caused any no- 
ticeable subjective or ¢linieal symptoms. Il. KHRENFEST. 


Borell: Bilateral Extrauterine Pregnancy with Spontaneous Degener- 
ation on One Side. Zentralblatt fiir Gynaekologie, 1921, xlv, 142. 


The author adds another to the 26 cases already known of bilateral 
tubal pregnancy. 


Patient 26 vears of age. History of peritonitis at nine years of age. 
No pregnancies, but three miscarriages, without history of fever. 
Last period December 14, 1917; lasted a single day. In February, 1918, 
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slight nausea. Patient believed herself pregnant. On March 18 slight 
bleeding. On March 19 sudden severe pain in lower abdomen; faint- 
ing; cold sweat. Admitted with diagnosis of internal hemorrhage. 

Operation for extrauterine pregnancy, with rupture. On opening 
peritoneum, moderate quantity of dark red fluid blood; some clots. 
In left tube, near the isthmus, a small tumor, the size of a hazel nut, 
and evidence of some perforation. Ovary on this side showed no ab- 
normality. On examination of the right tube it was found that at the 
isthmus there was a similar swelling with a definite depression on the 
surface, but no perforation. The right ovary showed a few small cysts 
and a fresh corpus luteum. Both tubes were removed for examination, 
The patient made an uninterrupted recovery, and the interest in the 
ease lies particularly in the microscopic finding of the pregnaney in 
the right tube, which showed definite evidence of endarteritis and some 
calcification of the villi. There had been a certain amount of bleeding 
into the lumen of the tube, and this also had undergone organization, 
showing the possibility of the disappearance of an early extrauterine 
pregnancy without tubal perforation or tubal rupture. 


I. M. Lirrur. 


Walther: A Case of Full-term Extrauterine Pregnancy. Medizinische 
Klinik, 1920, xvi, 799. 


The patient, a 36 year old, primigravida, had always been healthy. 
No history or evidence of gonorrhea. The last menstrual period began 
April 8, 1919 and fetal movements were perceived during the first part 
of September. Early in December the movements became gradually 
less noticeable and ceased completely about the middle of the month. 
The patient thought she was gaining in weight and constantly felt 
fatigued and exhausted. Late in December she was examined by a 
midwife who thought the size of the uterus did not correspond to the 
menstrual history and was unable to hear the fetal heart. 

Shortly after the estimated date of confinement—the latter part of 
January—the midwife again made an examination but was unable to 
detect anything significant except that the shape of the abdomen had 
materially changed. Walther first examined the patient at this time. 
The child was in the second breech position and filled out the right 
side of the abdomen. No fetal heart sounds were heard and the fetus 
was only very slightly movable. On vaginal examination the breech 
was palpable as through a thick pad and the cervix did not feel as it 
should in a primipara practically at term—there was no obliteration 
of the canal and no dilatation of the os. The uterus could not be dis- 
tinguished from the fetal mass. 

The patient left the hospital against advice but at the suggestion of 
the midwife returned early in March for further observation. During 
the interval between the two admissions there had been mild abdominal 
pains, nausea and difficult urination but no history of the passing 
of any decidual tissue or of bleeding. 

Examination gave practically the same findings as before except 
that on rectal palpation the uterus seemed to be only slightly enlarged 
and pushed backward and to the left. A sound was passed and the 
uterine cavity found to be empty. There was slight bleeding at this 
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time. Diagnosis of full-term extrauterine pregnancy with dead child 
presenting by the breech was made and operation advised. 

Operation was done nine weeks after the expected date of confine- 
ment. Upon opening the abdomen the parietal peritoneum was found 
everywhere adherent to the intestines and there was a small amount 
of free fluid. The adhesions were freed by the use of gauze sponges. 
The fetus enclosed in a pseudo-membrane lay in the right side of the 
peritoneal cavity with the sac adherent on all sides. By the careful 
use of sponges the sac was freed without bleeding and was lifted from 
the cavity the cord having been cut near the placenta. The fetus was 
extremely flexed and presented by the breech. An unusually thick 
placenta was adherent in the culdesac. It was rolled on itself and the 
separation was completed easily and = bloodlessly. The retroverted 
uterus was lifted up and finally sutured to the anterior abdominal wall. 
The right adnexa were incorporated in the pseudomembranous sae 
and were probably removed with it. Although the left tube is given 
as the seat of the pregnancy no reference is made concerning its con- 
dition or disposition. 

The pregnaney had developed in the left tube, had aborted at an 
unknown age and beeome a secondary abdominal pregnancy. The 
fetus which had died at the beginning of the ninth month weighed 4 
pounds and the placenta 650 grams. Convalescence was smooth and 
the patient was discharged on the sixteenth day. 

Walther quotes previous authors to show the relative rarity of this 
condition and to prove a diminished mortality where the placenta can 
be completely removed. He says that the mortality under the condi- 
tions obtaining in his case should be only 5 per cent as against 33 per 
cent if operation is undertaken earlier and the placenta cannot be com- 
pletely removed. The prognosis seems to be better if the child is dead 
heeause of the decreased size of the placental vessels. Ile recommends 
a reasonable delay if the child is dead and emphasizes the need for 
releasing adhesions by blunt dissection rather than by cutting. 

D. Pass. 


Sullivan: Intraabdominal Pregnancy. Journal American Medical 
Association, 1921, Ixxvi, 521. 


Sullivan briefly reports a case of full-term extrauterine pregnancy. 
The placenta was adherent to the uterus, right tube, ovary and broad 
ligament. The child weighed eight pounds, cried lustily for a while, 
but died after an hour. The mother recovered. R. kk. Woses. 


Maury: Abdominal Pregnancy, Fetus Living at Time of Operation. 
Surgery, Gynecology and Obstetrics, 1920, xxxi, 523. 


Maury reviews 29 cases of this sort in which the fetus was alive at 
time of operation, without coming to any very definite conclusions. 
Ile calls attention to the greater difficulty of removing the still fune- 
tioning placenta, the question whether it is to be removed at all, to be 
decided in each case. He feels that those cases which are recoenized 
before 744 months, should be operated on at once in the interest of the 
mother, while after that time, the operation should be deferred until 
after the death of the fetus, since, under these conditions the maternal 
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mortality is from 10 to 40 per cent, while about one-half of the babies 
die within a few days, a part of the remainder being more or less de- 


formed. R. kK. Wosus. 


Liebe: True Ovarian Pregnancy. Monatsschrift fiir Geburtshilfe und 
Gynaekologie, 1921, liv, 102. 


Laparotomy was performed on a woman of forty-two, iv para, 12 
vears after her last confinement, on the diagnosis of eystie enlarge- 
ment of left ovary. There was no menstrual anomaly, the discomfort 
being limited to abdominal pain, tenesmus of bladder, constipation 
alternating with inability to control anal sphincter. Left ovary, size 
of hen’s egg, was removed. On opening, was found to contain an intact 
ovular sae about 3 em. in diameter, with a perfectly preserved embryo 
of 3mm. in length. Microscopically the presence of small follicles in 
a portion of the ovular sae was ascertained. The case represents a 
true primary ovarian pregnancy, established in the cavity of a follicle. 
Up to 1913 a total of 52 ceases of this sort had been recorded in liter- 
ature, with further records collected by Liebe, the total number at 
present has reached &4. Hf. MHRENFEST. 


Hanak: A Case of Ileus Combined with a Second Tubal Pregnancy in 
the Same Tube. Wiener Klinische Wochenschrift, 1920, xxxiii, 1010. 


Patient was seen May 12, 1919, thirty-one years old, married. 

Past History: Passed through a normal labor in 1905. In October 
1915 only the sac but not the tube itself of a right tubal pregnancy was 
removed and the pelvis drained through the abdominal wound. Con- 
valescence was complicated by a fistula of the small intestine which 
closed within two days. Patient left the hospital in March, 1916, with 
wound healed and free of symptoms. 

Present History: Catamenia were normal up to three months ago, 
amenorrheic¢ since. For two days has not passed feees or gas, has 
vomited, and has had attacks of pain in the pelvis, the last one being 
very severe. Abdomen is distended; there is a hernia in the sear of 
the former incision, blue in color; no signs of pregnaney, 

Operation revealed fluid and coagulated blood free in the abdomen, 
a tubal pregnaney on the right, retroflexion of the uterus, thickening 
of, and adhesions about, the left tube and ovary. A piece of small in- 
testine was adherent to the left adnexa, so as to be completely ob- 
structed by kinking, and more small intestine was adherent to the 
right adnexa, though not completely obstructed. The right tube and 
ovary were removed, the adhesions causing the obstruction cut, and 
the wound closed in layers. Normal convalescence. 

Examination of the specimen showed a corpus luteum in the ovary, and 
a%em. long fetus in the dilated ampulla of the tube. 

The original cause of the adhesions was the previous salpingitis and 
they were made worse by the long drainage after the first operation. The 
ileus was brought on by the intestinal paralysis caused by the aborting 
of the tubal pregnancy. The tubal pregnancies were due to the chronic 
salpingitis as that is thought to be the commonest cause. 

In a superficial review of the literature the author found no other 
report of the combination of ileus and extrauterine pregnancy.  Lud- 
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wig reported ninety-six cases of pregnancy complicated by ileus but 
in only four cases was the ileus due to the pregnant uterus alone, the 
others being due to adhesions or other malpositions of the intestine. 
Fiith also believes that the pregnant uterus alone rarely causes ileus. 

Two ectopic pregnancies on the same side is a rare occurrence. 
Runge writes that it is rare. Martin in ‘‘ Diseases of the Fallopian 
Tubes’? cited only two cases. Bracht reported a case similar to the 
author’s in which a pregnancy in the ampulla of a tube, of which the 
uterine end had been removed at a previous operation for tubal preg- 
nancy, was operated on. Benzel reported a similar case, occurring in 
the uterine end of a tube left at a previous operation for tubal preg- 
naney, and collected three other cases from the literature. 

FRANK A. PEMBERTON. 


Douglas: Ruptured Ectopic Pregnancy in Uterine Cornu. Journal 
American Medical Association, 1920, Ixxiv, 582. 


The left tube and ovary were removed from a woman of 50 for 
ruptured ectopic in 1916, the tube being tied close to the uterus. 
Twenty-seven months later she again had symptoms of ruptured ee- 
topic pregnaney. At operation, a corpus luteum was found in the 
right ovary, the right tube being normal. On the left cornu of the 
uterus was found a ragged, raw bleeding area. The pelvis contained 
considerable fresh blood. The ovum was not found. R. Wonus. 


Palmer: An Unusual History of Ectopic Pregnancies. Journal Amer- 
ican Medical Association, 1921, Ixxvi, 793. 


The ease here recorded is that of a woman who had a retroversion, 
but no history of pelvic inflammation. In 1901 the right ovary and 
tube were removed for ruptured tubal pregnaney. Later she gave 
birth to six children, one being stillborn. In 1914 the left tube was 
removed for ruptured ectopic pregnancy, the tube being simply tied 
with catgut ligature as the patient was in extremis. In 1920 the pa- 
tient again gave birth to an 814 pound living child, R. Kk. Woneus. 


Schroeder and Rau: Unusual Combination of Multiple Myomata, 
Bilateral Tubercular Salpingitis with Extrauterine Pregnancy, and 
Evidence of External Migration of the Ovum. Zentralblatt fiir 
Gyniikologie, 1920, xliv, 972. 


An unusual case, reported as the second in the literature, where the 
above combination was known to be present. Woman, forty-one years 
old, married eleven years. Not previously pregnant. Three years 
previously had been curetted for endometritis. No history of tuber- 
culosis. Menstruation regular, four to five days. Last menstruation 
end of January. Towards end of March crampy pain with frequent 
urination, and since beginning of April some bloody discharge. 

Kxamination: No colostrum. Nothing abnormal in vulva or vagina, 
but cervix pushed up and to the right, showing two small polypi pro- 
truding. Body of uterus anteverted and turned somewhat to the left. 
sehind it and on both sides nodular tumors, which prevent accurate 
palpation of appendages. 

Diagnosis: Myomata uteri. Pregnancy (?). 
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Laparotomy April 6: Moderate quantity of free blood. Uterus 
distorted by numerous large-sized myomata; soft on palpation. Right 
appendages normal in size and in usual position. Tube slightly thick- 
ened but open and without adhesion. Right ovary normal containing 
corpus luteum. On the left side adhesions. Tube moderately thick- 
ened. Fimbriated end edematous and swollen. Near left end, be- 
tween mesosalpinx and bladder, adherent to intestine, a tumor, size 
of an orange, containing placental tissue and a fetus 4 em. long. The 
tumor was removed, followed by complete hysterectomy. 

The main features of the pathological examination were: (1) 
Marked decidual reaction of the endometrium; (2) Presence of corpus 
Juteum in the right ovary; and (3) The implantation of the fertilized 
ovum to the serous external surface of left tube. 

The combination of tuberculosis and extrauterine pregnaney is un- 
usual, inasmuch as the tubercular infection of the tube undoubtedly 
makes impregnation more difficult, but in this particular case the in- 
fection of the tube seems more recent than the pregnaney, and ap- 
pears to have occurred by the blood stream. The relatively long dis- 
tance travelled by the ovum after fertilization would account for the 
facility with which it became attached to the serous surface rather 
than the mucosa, and this attachment renders the external wandering 
more likely than an internal wandering across through both tubes. 


Il. M. Lirrur. 


Joscelyne: A Case of Extrauterine Fetation Presenting in the Vagina. 
British Medical Journal, October 2, 1920, No. 3118, p. 516. 


In July, 1918, the writer attended a woman who appeared to be suf- 
icring from a miscarriage. The patient, a multipara, thought she was 
six months pregnant; she complained of almost continuous pain, and 
had a red vaginal discharge. The head of the fetus could be felt 
through a thin bag of membrane. The uterus was only slightly, if at 
all, enlarged, lying to the left of the presenting mass, and distinetly 
separabie from it. He perforated the membrane (which was the thin 
vaginal wall) with the finger, and delivered the fetus, which appeared 
to be of about five months’ development, and which had evidently been 
dead some time. The placenta was removed with some little difficulty, 
leaving a large ragged hole in the right vaginal fornix. There was a 
little hemorrhage, and the patient made a good recovery. Joscelyne 
believes this to have been a case of extrauterine fetation which de- 
veloped and came down between the layers of the broad ligament. 

Apair. 


Wolff: Ruptured Hematoma of the Ovary, Hematocele and Coincident 
Tubal Hemorrhage on the Opposite Side. Zentralblatt fiir Gynaekol- 
ogie, 1921, xlv, 151. 


Patient thirty-seven years old, v para. Last pregnancy nine years 
ago. Last menstruation Mareh, 1920. Patient seen June 12, 1920, 
giving following history : 

Since the beginning of May moderate bleeding—unusual dark blood; 
no membrane; no clots. Pain in lower abdomen, right and left, with 
occasional fainting attacks and for past few days some crampy pains 
hoth sides, similar to labor pains. 
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Examination shows uterus in midline; not markedly increased, but 
soft. Behind uterus is a large mass, very tender, not movable; owing 
to sensitiveness definite palpation of appendages not possible.  Pa- 
tient very anemic. Diagnosis: hematocele, resulting from extrauterine 
pregnancy. Patient was under observation for two days, then on ae- 
count of the increase in abdominal resistance, operation was done. 

Tumor was found to be a large hematocele, definitely arising from 
the right appendages, a large hematoma of the right ovary, which had 
ruptured into Douglas’s culdesae. The right tube was lengthened 
but otherwise unaltered. The hematoma was removed, leaving be- 
hind a portion of the ovary, which appeared normal. Inspection 
showed the left tube to be thickened in its entire course, particularly 
in the ampulla. From its lumen blood could be expressed. The left 
tube was removed on the suspicion of a tubal abortion. Microscopie 
examination, however, failed to reveal any evidence of pregnancy in 
the tube. Many suggestions have been made as to the cause of such 
ovarian hemorrhages, notably masturbation and coitus interruptus 
with consequent pelvie congestion. The age limit is usually thirty to 
forty-nine years. M. Lirrnr. 


Meyer: Hydatiform Degeneration in Tubal Pregnancy. Surgery, (ivn- 
ecology and Obstetrics, 1919, xxviii, 293. 


While macroscopic hydatiform mole in tubal pregnancy is exceed 
ingly rare, (only seven authentie ceases having been reported) Meyer 
found hydatiform degeneration of the villi in 48 out of 1187 specimens 
of tubal pregnaney in the Mall collection. The ages of these preg 
hancies were approximately from 6 to 218 days, most of them being 
empty chorioni¢ vesicles or remnants of such, though some specimens 
contained fetuses in various stages of preservation. These findings 
coincide with the great frequency of hydatiform degeneration found 
in uterine abortions, which fact was emphasized by Gierse as early as 


1847. R. Wopus. 


Maxwell: Calcified Tubal Mole. Survery, Giyvnecology and Obstetries, 
1920, xxxi, 388. 


An exploration was done on a negress aged 55 who had passed the 
climacteric four years previously. The ampulla of the atrophie lef! 


tube contained a calcified mass em. The interior of the calei 


fied shell contained a semi-translucent jelly, the wall showed remains of 
chorionic villi and decidual reaction, R. 
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Announcement 


The July issue of the Journal will be No. 1 of Volume If. The first 
volume will end with the June issue, which will include a complete 
authors’ and general index of the nine numbers in this volume. In the 
future there will be two volumes a year. We feel that our subseribers 
will be better pleased with a smaller volume, because it can be bound 
and handled to better advantage. The change is being made at this 
time in order to have the volumes run with the calendar year, January 
and July. This change will not affect the subscription price of the 
Journal. It will remain $6.00 a vear; i.e., twelve issues from date of 
subscription. 


Item 


Dr. J. Clifton Edgar has resigned as Professor of Obstetries at the Cor- 
nell Medical School, which Chair he has held since the organization of 
the College in 1898. The Departments of Obstetries and Gynecology 
will now be combined under the Directorship of Dr. George Gray Ward, 
Jr.. who will be in charge of the combined Departments, as Professor 
of Obstetries and Gynecology, with Dr. Harold C. Bailey as Associate 
Professor of Obstetries. 


ERRATA 


In the abstract of Dr. S. Di Palma’s article, page 745 of the April is- 
sue of the Journal, the second line from the bottom should read: 
“cornu had a small rupture superiorly which was roughly circular and 
about em. in’’, ete. 

Pave 746, line 8, should read: ‘“‘lumen. Microscopie section of the 
enlarged uterine portion of the tube shows a’’, ete. 
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Book Notices 


Acknowledgment is made of the receipt of the following books, selected re 
views of which will appear in early numbers. 


OPERATIVE GYNECOLOGY. By H. S. Crossen. Second Revised Edition. 
St. Louis: The C. V. Mosby Company. $10.00 net. 


GYNECOLOGY FOR STUDENTS AND PRACTITIONERS. By Thomas Watts 
Eden and Cuthbert Lockyear. Second Edition. New York: The Maemillan 


Com 
pany, 1920. 


THE DIFFICULTIES AND EMERGENCIES OF OBSTETRICS PRACTICE. 
By Comyns Berkeley and Victor Bouney. Third Edition. Philadelphia: PP. 
Blakiston’s Son & Company, 1921. 


THE ENDOCRINES. By Samuel Wyllis 


sandler. Philadelphia and London: 
W. B. Saunders Company, 1920. $7.00 net. 


A HANDBOOK OF MIDWIFERY. sy 


Comyns Berkeley. Fifth Edition. 
New York: Paul B. Hoeber, 1921. $2.25 net. 


MATERNITAS. By Charles k. Paddock. Third Edition. 


Chicago: The Year 
Book Publishers. $1.50 net. 


A TEXT BOOK OF GYNECOLOGICAL SURGERY. By Comyns Berkeley and 
Victor Bonney. Second Edition. New York: Paul B. Hoeber, 1920. $11.00 net. 


GYNECOLOGIC AND OBSTETRIC MONOGRAPHS. New York: D. Apple 
ton & Company, 1921. (5 volumes issued.) 1. Pelvie 


Inflammations in Women. 
By John Osborn Polak. 2. Menstruation and Its 


Disorders. By Emil Novak. 
4. Gynecological and Obstetrical Tuberculosis. By Charles C. Norris. 4. Extra 
Uterine Pregnaney, By Edward A. Schumann. 5. Cesarean Section, By Franklin 
S. Newell. 
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